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Application for a §1915(c) Home and Community-

Based Services Waiver

PURPOSE OF THE HCBS WAIVER PROGRAM

The Medicaid Home and Community-Based Services (HCBS) waiver program is authorized in
§1915(c) of the Social Security Act. The program permits a State to furnish an array of home and
community-based services that assist Medicaid beneficiaries to live in the community and avoid
institutionalization. The State has broad discretion to design its waiver program to address the needs
of the waiver’s target population. Waiver services complement and/or supplement the services that
are available to participants through the Medicaid State plan and other federal, state and local public
programs as well as the supports that families and communities provide.

The Centers for Medicare & Medicaid Services (CMS) recognizes that the design and operational
features of a waiver program will vary depending on the specific needs of the target population, the
resources available to the State, service delivery system structure, State goals and objectives, and
other factors. A State has the latitude to design a waiver program that is cost-effective and employs a
variety of service delivery approaches, including participant direction of services.

The waiver application is .
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L. Request Information

A. The State of | Utah | requests approval for a Medicaid home and community-
based services (HCBS) waiver under the authority of §1915(c) of the Social Security Act (the Act).

B. Program Title (optional): | Physical Disabilities Waiver

Type of Request (select only one):

O | New Waiver (3 Years) | CMS-Assigned Waiver Number (CMS Use):

O New Waiver (3 Years) to Replace Waiver #
CMS-Assigned Waiver Number (CMS Use):

Attachment #1 contains the transition plan to the new waiver.

v" | Renewal (5 Years) of Waiver # | 0331.01

D. Type of Waiver (select only one):

o Model Waiver. In accordance with 42 CFR §441.305(b), the State assures that no more than 200
individuals will be served in this waiver at any one time.

v Regular Waiver, as provided in 42 CFR §441.305(a)

E.1 Proposed Effective Date: | July 1, 2006 |
E.2 Approved Effective Date (CMS Use): | |

F. Level(s) of Care. This waiver is requested in order to provide home and community-based waiver
services to individuals who, but for the provision of such services, would require the following level(s)
of care, the costs of which would be reimbursed under the approved Medicaid State plan (check each
that applies):

Hospital (select applicable level of care)
O | Hospital as defined in 42 CFR §440.10

o Inpatient psychiatric facility for individuals age 21 and under as provided in
42 CFR § 440.160

v’ | As defined in 42 CFR §440.40 and 42 CFR §440.155

O | Institution for Mental Disease for persons with mental illnesses aged 65 and older as
provided in 42 CFR §440.140

Intermediate Care Facility for the Mentally Retarded (ICF/MR) (as defined in
42 CFR §440.150)

G. Level(s) of Care Subcategories. Specify whether the State additionally limits the waiver to
subcategories of the level(s) of care specified in Item I-F (select one):

O | The waiver is available only to individuals under the following Medicaid State plan subcategories
of the level(s) of care specified in Item I-F (specify):

v" | Not applicable

State: Application: 3
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H. Concurrent Operation with Other Programs. This waiver operates concurrently with another

program (or programs) approved under the following authorities (check the applicable authority or
authorities):

O | Services furnished under the provisions of §1915(a) of the Act and described in Appendix I
O | Waiver(s) authorized under §1915(b) of the Act. Specify the program:

Specify the §1915(b) authorities under which this program operates (check each that applies):

O | §1915(b)(1) (mandated enrollment to O | §1915(b)(3) (employ cost savings to
managed care) furnish additional services)
O | §1915(b)(2) (central broker) O | §1915(b)(4) (limit number of providers)

A program authorized under §1115 of the Act. Specify the program:

v" | Not applicable

State: Application: 4
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II.  Brief Program Description

Brief Program Description. [n one page or less, briefly describe the purpose of the waiver, including its
goals, objectives, organizational structure (e.g., the roles of state, local and other entities), and service
delivery methods.

This waiver provides services and supports for people with significant physical disabilities living in the
community. It is designed to be consistent with a service delivery system that promotes and supports
participant self determination, maintains a high standard of quality in services and supports and maximizes
the distribution and utilization of public funds, both state and federal. The State Medicaid Agency (SMA) has
entered into an interagency agreement for the day-to-day administration and operation of this waiver with the
State Department of Human Services, Division of People with Disabilities. The SMA retains final
administrative authority over the waiver program.

State: Application: 5
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III. Components of the Waiver Request

The waiver application consists of the following components. Note. Item E must be completed.

A.

B.

Waiver Administration and Operation. Appendix A specifies the administrative and operational
structure of this waiver.

Participant Access and Eligibility. Appendix B specifies the target group(s) of individuals who are
served in this waiver, the number of participants that the State expects to serve during each year that the
waiver is in effect, applicable Medicaid eligibility and post-eligibility (if applicable) requirements, and
procedures for the evaluation and reevaluation of level of care.

Participant Services. Appendix C specifies the home and community-based waiver services that are
furnished through the waiver, including applicable limitations on such services.

Participant-Centered Service Planning and Delivery. Appendix D specifies the procedures and
methods that the State uses to develop, implement and monitor the participant-centered service plan (of
care).

Participant-Direction of Services. When the State provides for participant direction of services,
Appendix E specifies the participant direction opportunities that are offered in the waiver and the
supports that are available to participants who direct their services. (Select one):

v" | The waiver provides for participant direction of services. Appendix E is required.

O | Not applicable.  The waiver does not provide for participant direction of services.
Appendix E is not included.

Participant Rights. Appendix F specifies how the State informs participants of their Medicaid Fair
Hearing rights and other procedures to address participant grievances and complaints.

Participant Safeguards. Appendix G describes the safeguards that the State has established to assure
the health and welfare of waiver participants in specified areas.

Quality Management Strategy. Appendix H contains the Quality Management Strategy for this waiver.
Financial Accountability. Appendix I describes the methods by which the State makes payments for
waiver services, ensures the integrity of these payments, and complies with applicable federal
requirements concerning payments and federal financial participation.

Cost-Neutrality Demonstration. Appendix J contains the State’s demonstration that the waiver is cost-
neutral.

IV. Waiver(s) Requested

Comparability. The State requests a waiver of the requirements contained in §1902(a)(10)(B) of the Act
in order to provide the services specified in Appendix C that are not otherwise available under the
approved Medicaid State plan to individuals who: (a) require the level(s) of care specified in item I.F and
(b) meet the target group criteria specified in Appendix B.

Income and Resources for the Medically Needy. Indicate whether the State requests a waiver of
§1902(a)(10)(C)(i)(II1) of the Act in order to use institutional income and resource rules for the medically
needy (select one):

v | Yes

O | No
O | Not applicable

Statewideness. Indicate whether the State requests a waiver of the statewideness requirements in
§1902(a)(1) of the Act (select one):

O | Yes (complete remainder of item)
v | No

State:
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If yes, specify the waiver of statewideness that is requested (check each that applies):

O | Geographic Limitation. A waiver of statewideness is requested in order to furnish services
under this waiver only to individuals who reside in the following geographic areas or political
subdivisions of the State. Specify the areas to which this waiver applies:

O | Limited Implementation of Participant-Direction. A waiver of statewideness is requested in
order to make participant-direction of services as specified in Appendix E available only to
individuals who reside in the following geographic areas or political subdivisions of the State.
Participants who reside in these areas may elect to direct their services as provided by the State
or receive the same services through the service delivery methods that are in effect elsewhere in
the State. Specify the areas of the State affected by this waiver:

V. Assurances

In accordance with 42 CFR §441.302, the State provides the following assurances to CMS:

A.

Health & Welfare: Necessary safeguards have been taken to protect the health and welfare of persons
receiving services under this waiver. These safeguards include:

1. As specified in Appendix C, adequate standards for all types of providers that provide services under
this waiver;

2. Assurance that the standards of any State licensure or certification requirements specified in
Appendix C are met for services or for individuals furnishing services that are provided under the
waiver. The State assures that these requirements are met on the date that the services are furnished;
and,

3. Assurance that all facilities subject to §1616(e) of the Act where home and community-based waiver
services are provided comply with the applicable State standards for board and care facilities as
specified in Appendix C.

Financial Accountability. The State assures financial accountability for funds expended for home and
community-based services and maintains and makes available to the Department of Health and Human
Services (including the Office of the Inspector General), the Comptroller General, or other designees,
appropriate financial records documenting the cost of services provided under the waiver. Methods of
financial accountability are specified in Appendix L.

Evaluation of Need: The State provides for an initial evaluation (and periodic reevaluations, at least
annually) of the need for a level of care specified for this waiver, when there is a reasonable indication
that an individual might need such services in the near future (one month or less) but for the receipt of
home and community-based services under this waiver. The procedures for evaluation and reevaluation
are specified in Appendix B.

Choice of Alternatives: When an individual is determined to be likely to require the level of care
specified for this waiver and is in the target group(s) specified in Appendix B, the individual (or, legal
representative, if applicable) is:

1. Informed of any feasible alternatives under the waiver; and,

2. Given the choice of either institutional or home and community-based waiver services.

State:
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Appendix B specifies the procedures that the State employs to ensure that individuals are informed of
feasible alternatives under the waiver and given the choice of institutional or home and community-based
waiver services.

Average Per Capita Expenditures: The State assures that, for any year that the waiver is in effect, the
average per capita expenditures under the waiver will not exceed 100 percent of the average per capita
expenditures that would have been made under the Medicaid State plan for the level(s) of care specified
for this waiver had the waiver not been granted. Cost-neutrality is demonstrated in Appendix J.

Actual Total Expenditures: The State assures that the actual total expenditures for home and
community-based waiver and other Medicaid services and its claim for FFP in expenditures for the
services provided to individuals under the waiver will not, in any year of the waiver period, exceed 100
percent of the amount that would be incurred in the absence of the waiver by the State's Medicaid
program for these individuals in the institutional setting(s) specified for this waiver.

Institutionalization Absent Waiver: Absent the waiver, individuals served in the waiver would receive
the appropriate type of Medicaid-funded institutional care for the level of care specified for this waiver.

Reporting: The State assures that annually it will provide CMS with information concerning the impact
of the waiver on the type, amount and cost of services provided under the Medicaid State plan and on the
health and welfare of waiver participants. This information will be consistent with a data collection plan
designed by CMS.

Habilitation Services. The State assures that prevocational, educational, or supported employment
services, or a combination of these services, if provided as habilitation services under the waiver are:
(1) not otherwise available to the individual through a local educational agency under the Individuals with
Disabilities Education Act (IDEA) or the Rehabilitation Act of 1973; and, (2) furnished as part of
expanded habilitation services.

Services for Individuals with Chronic Mental Illness. The State assures that federal financial
participation (FFP) will not be claimed in expenditures for waiver services including, but not limited to,
day treatment or partial hospitalization, psychosocial rehabilitation services, and clinic services provided
as home and community-based services to individuals with chronic mental illnesses if these individuals,
in the absence of a waiver, would be placed in an IMD and are: (1) age 22 to 64; (2) age 65 and older and
the State has not included the optional Medicaid benefit cited in 42 CFR §440.140; or (3) age 21 and
under and the State has not included the optional Medicaid benefit cited in 42 CFR § 440.160.

VI. Additional Requirements

Note: Item I must be completed.

A.

Service Plan. In accordance with 42 CFR §441.301(b)(1)(i), a participant-centered service plan (of care)
is developed for each participant employing the procedures specified in Appendix D. All waiver services
are furnished pursuant to the service plan. The service plan describes: (a) the waiver services that are
furnished to the participant, their projected frequency and the type of provider who furnishes each service
and (b) the other services (regardless of funding source, including State plan services) and informal
supports that complement waiver services in meeting the needs of the participant. The service plan is
subject to the approval of the Medicaid agency. Federal financial participation (FFP) is not claimed for
waiver services furnished prior to the development of the service plan or for services that are not included
in the service plan.

Inpatients. In accordance with 42 CFR §441.301(b)(1)(ii), waiver services are not furnished to
individuals who are in-patients of a hospital, nursing facility or ICF/MR.

Room and Board. In accordance with 42 CFR §441.310(a)(2), FFP is not claimed for the cost of room
and board except when: (a) provided as part of respite services in a facility approved by the State that is
not a private residence or (b) claimed as a portion of the rent and food that may be reasonably attributed
to an unrelated caregiver who resides in the same household as the participant, as provided in
Appendix 1.

State:
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Access to Services. The State does not limit or restrict participant access to specific waiver services
except as provided in Appendix C.

Free Choice of Provider. In accordance with 42 CFR §431.151, a participant may select any willing and
qualified provider to furnish waiver services included in the service plan unless the State has received
approval to limit the number of providers under the provisions of §1915(b)(4) or another section of the

FFP Limitation. In accordance with 42 CFR §433 Subpart D, FFP is not claimed for services when
another third-party (e.g., another third party health insurer or other federal or state program) is legally
liable and responsible for the provision and payment of the service.

Fair Hearing: The State provides the opportunity to request a Fair Hearing under 42 CFR §431,
Subpart E, to individuals: (a) who are not given the choice of home and community-based waiver services
as an alternative to institutional level of care specified for this waiver; (b) who are denied the service(s) of
their choice or provider(s) of their choice; or (c) whose services are denied, suspended, reduced or
terminated. Appendix F specifies the State’s procedures to provide individuals the opportunity to request

Quality Management. The State operates a formal, comprehensive system to ensure that the waiver
meets the assurances and other requirements contained in this application. Through an ongoing process
of discovery, remediation and improvement, the State assures the health and welfare of participants by
monitoring: (a) level of care determinations; (b) individual plans and services delivery; (c) provider
qualifications (d); participant health and welfare; (e) financial oversight and (f) administrative oversight
of the waiver. The State further assures that all problems identified through its discovery processes are
addressed in an appropriate and timely manner, consistent with the severity and nature of the problem.
During the period that the waiver is in effect, the State will implement the Quality Management Strategy

Public Input. Describe how the State secures public input into the development of the waiver:

The Division of Health Care Financing, the State Medicaid Agency (SMA) in collaboration with the
division of Services for People with Disabilities, the waiver operating agency, convened a workgroup
consisting of current waiver participants, advocates, the Department of Health’s Indian Health Liaison,
and State stakeholders. The workgroup meetings began in late November 2005 and were open to the
public. The workgroup provided the public with the opportunity to give feedback and engage in
discussions with the SMA about the proposed waiver renewal application. The workgroup participated

During the month of February, the draft waiver renewal application was disseminated for broad public
input. Public input on the waiver application was compiled for review by the State Medicaid Director

During the development of the waiver renewal application, the SMA met with the Utah Indian Health
Advisory Board beginning in December 2005 to describe and seek input into the renewal process and to
provide ongoing status reports and consultation throughout the renewal process.

E.
Act.
F.
G
a Fair Hearing.
H.
specified in Appendix H.
L
in a series of meetings through mid-January.
for his consideration.
State:
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Notice to Tribal Governments. The State assures that it has notified in writing all federally-recognized
Tribal Governments maintaining a primary office and/or majority population within the State of the
State’s intent to submit a Medicaid waiver request or renewal request to CMS to at least 60 days before
the anticipated submission date per Presidential Executive Order 13175 of November 6, 2000. Evidence
of the applicable notice is available through the Medicaid Agency.

Limited English Proficiency Persons. The State assures that it provides meaningful access to waiver
services by Limited English Proficiency persons in accordance with: (a) Presidential Executive Order
13166 of August 11, 2000 (65 FR 50121) and (b) Department of Health and Human Services “Guidance
to Federal Financial Assistance Recipients Regarding Title VI Prohibition Against National Origin
Discrimination Affecting Limited English Proficient Persons” (68 FR 47311 - August §, 2003).
Appendix B describes how the State assures meaningful access to waiver services by Limited English
Proficiency persons.

State:
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VII. Contact Person(s)

A. The State Medicaid Agency representative with whom CMS should communicate regarding the

waiver is:

Name: Tonya Keller

Title: Director Bureau Long Term Care

Agency: Utah Department of Health, Division of Health Care Financing
Address: 288 N 1460 W PO Box 143101 SLC, UT 84114-3101
Telephone: (801) 538-9136

E-mail tkeller@utah.gov

B. If applicable, the State Operating Agency representative with whom CMS should communicate
regarding the waiver is:

Name: George Kelner

Title: Director

Agency: Division of People with Disabilities
Address: 120 N 200 W #411 SLC, UT 84103
Telephone: (801) 538-4208

E-mail GKELNER @utah.gov

VIII. Authorizing Signature

This document, together with Appendices A through J and any attachments, constitutes the State's request
for a waiver under §1915(c) of the Social Security Act. The State assures that all materials referenced in this
waiver application (including standards, licensure and certification requirements) are readily available in
print or electronic form when requested by CMS through the Medicaid Agency or, if applicable, from the
waiver operating agency specified in Appendix A. Any proposed changes to the waiver will be submitted in
writing by the State Medicaid Agency to CMS in the form of waiver amendments.

Upon approval by CMS, the waiver application serves as the State's authority to provide home and
community-based waiver services to the specified target groups. The State attests that it will abide by all
provisions of the waiver and will continuously operate the waiver in accordance with the assurances
specified in Section V and the additional requirements specified in Section VI of the request.

Signature:
State Medicaid Director or Designee
Print Name: Michael Hales
Title: Acting Director
Agency: Division of Health Care Financing
Telephone: 801-538-6965
E-mail mthales@utah.gov
Date February 10, 2006
State: Application: 11
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Attachment #1: Transition Plan to New Waiver

Note: Attachment #1 is completed only when a state proposes a new waiver to replace an existing waiver
program.

Specify the transition plan from the current waiver to the new replacement waiver:

State: Attachment #1 to Application: 1

Effective Date
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Appendix A: Waiver Administration and Operation

State Line of Authority for Waiver Operation. Specify the state line of authority for the operation of
the waiver (select one):

O

The waiver is operated by the State Medicaid agency. Specify the Medicaid agency division/unit
that has line authority for the operation of the waiver program (select one):

@) , the Medical Assistance Unit.

@) , another division/unit within

the State Medicaid agency that is separate from the Medical Assistance Unit. Do not
complete item A-2.

The waiver is operated by | Division of Services for People with Disabilities (DSPD)

a separate agency of the State that is not a division/unit of the Medicaid agency. In accordance
with 42 CFR §431.10, the Medicaid agency exercises administrative discretion in the
administration and supervision of the waiver and issues policies, rules and regulations related to
the waiver. The interagency agreement or memorandum of understanding that sets forth the
authority and arrangements for this policy is available through the Medicaid agency. Complete
item A-2.

Medicaid Agency Oversight of Operating Agency Performance. When the waiver is not operated by
the Medicaid agency, specify the methods that the Medicaid agency uses to ensure that the operating
agency performs its assigned waiver operational and administrative functions in accordance with waiver
requirements:

INTERAGENCY AGREEMENT FOR OPERATIONS AND ADMINISTRATION OF THE
HCBS WAIVER

An interagency agreement between the State Medicaid Agency and DSPD sets forth the
respective responsibilities for the administration and operation of this waiver. The
agreement delineates the State Medicaid Agency’s overall responsibility to provide
management and oversight of the waiver including review and approval of all waiver
related rules and policies to ensure compliance with Medicaid HCBS Waiver rules and
regulations. The agreement also delineates DSPD’s roles in relation to the statutory
responsibilities to develop the State’s program for persons with disabilities. The nature of
the agreement enhances provider access to the Medicaid program and quality assurance of
services as well as defines the fiscal relationship between the two agencies.

The major components of the agreement are:

Purpose and Scope;

Authority;

Definitions;

Waiver Program Administration and Operation Responsibilities;
Claims Processing;

Payment for Delegated Administrative Duties (including provisions for

DW=

State:
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State match transfer);

7. Role Accountability and FFP Disallowances; and

8. Coordination of DHS Policy Development as it Relates to
Implementation of the Medicaid Program.

3. Use of Contracted Entities. Specify whether contracted entities perform waiver operational and
administrative functions on behalf of the Medicaid agency or the waiver operating agency (if different
than the Medicaid agency) (select one):

©) Contracted entities perform waiver operational and administrative functions on behalf of the
Medicaid agency and/or waiver operating agency.
v Contracted entities do not perform waiver operational and administrative functions on behalf of
the Medicaid agency and/or the waiver operating agency.
State: Appendix A: 2
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4. Role of Local/Regional Non-State Entities. Indicate whether local or regional non-state entities
perform waiver operational and administrative functions and specify the type of entity (check each that

applies):

O

Local/Regional non-state public agencies perform waiver operational and administrative
functions at the local or regional level. There is an interagency agreement or memorandum of
understanding between the State and these agencies that sets forth responsibilities and
performance requirements for these agencies that is available through the Medicaid agency.
Specify the nature of these agencies and complete items A-5 and A-6:

Local/regional non-governmental non-state entities conduct waiver operational and
administrative functions at the local or regional level. The contract(s) under which private entities
conduct waiver operational functions are available through the Medicaid agency. Specify the
nature of these entities and complete items A-5 and A-6:

v

Not applicable — All waiver operational and administrative functions are performed by a state
agency. Do not complete items A-5 and A-6.

5. Responsibility for Assessment of Performance of Local/Regional Non-State Entities. Specify the
State agency that is responsible for assessing the performance of non-state entities that conduct waiver
operational and administrative functions and the frequency of conducting such assessments:

6. Assessment Methods. Describe the methods that the State uses to assess the performance of non-state
entities to ensure that they perform assigned waiver operational and administrative functions in
accordance with waiver requirements:

State:
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Appendix B: Participant Access and Eligibility

Appendix B-1: Specification of the Waiver Target Group(s)

a. Target Group(s). Under the waiver of Section 1902(a)(10)(B) of the Act, the State limits waiver
services to a group or subgroups of individuals. In accordance with 42 CFR §441.301(b)(6), select one
waiver target group, check each of the subgroups in the selected target group that may receive services
under the waiver, and indicate the age range of individuals served in each subgroup.

AGE RANGE AGE RANGE
(THROUGH 21) (22 THROUGH 64) AGE RANGE
Included Target Group/Subgroup (65 AND OLDER)
From To From To
[l Aged [l
v Disabled (Physical) 18 No O
Limit
O Disabled (Other) [l
Specific Aged/Disabled Subgroups
O Brain Injury [l
O HIV/AIDS O
[l Medically Fragile [l
O Technology Dependent [l
O Mental Retardation or Developmental Disability, or Bot
O Autism O
O Developmental Disability [l
O Mental Retardation O
O ;
O Mental Illness 0
O Serious Emotional Disturbance |

b. Additional Criteria. The State further specifies its target group(s) as follows:

L.

2.
3.

The individual must:

Have established eligibility through the Utah Department of Human Services for state
matching funds in accordance with UCA 62A-5.

Meet admission criteria for Nursing Facility (NF) care in accordance with UAC 414-502-3.
Have at least one personal attendant trained (or willing to be trained) and available to provide
the authorized waiver services in a residence that is safe and can accommodate the personnel
and equipment (if any) needed to adequately and safely care for the individual.

Be medically stable, have a physical disability and require in accordance with his/her
physician’s written documentation, at least 14 hours per week of personal assistance services
(as described in appendix B of this waiver) in order to remain in the community and prevent
unwanted institutionalization. For purposes of this waiver, the individual’s qualifying
disability and need for personal assistance services are attested to by a medically
determinable physical impairment which the physician will expect to last for a continuous
period of not less than 12 months and which has resulted in the individual’s functional loss of
two or more limbs, to the extent that the assistance of another trained person(s) is required in
order to accomplish activities of daily living/instrumental activities of daily living.
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5. Have decision making capability, as certified by his/her physician, of selecting, training and
supervising her/his own attendant(s).*

6. Have decision making capability of managing the individual’s own financial and legal affairs.

*  Individual’s possessing decision making capability, but having communication deficits or

limited English proficiency may select a representative to communicate decisions on the

individual’s behalf.

c. Transition of Individuals Affected by Maximum Age Limitation. When there is a maximum age
limitation on individuals who may be served in the waiver, describe the transition planning procedures
for participants affected by the age limit (select one):

v

Not applicable — There is no maximum age limit

O

The following transition planning procedures are employed for participants who will reach the
waiver’s maximum age limit (specify):
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Appendix B-2: Individual Cost Limit

a. Individual Cost Limit. The following individual cost limit applies when determining whether to deny
home and community-based services or enrollment in the waiver to an otherwise eligible individual
(select one):

v

No Cost Limit. The State does not apply an individual cost limit. Do not complete item B-2-b or
item B-2-c.

O

Cost Limit in Excess of Institutional Costs. The State refuses enrollment in the waiver to any
otherwise eligible individual when the State reasonably expects that the cost of the home and
community-based services furnished to that individual would exceed the cost of a level of care
specified for the waiver by an amount specified by the State. Complete items B-2-b and B-2-c. The
limit specified by the State is (select one):

©) %, a level higher than 100% of the institutional average

O | Other (specify):

Institutional Cost Limit. Pursuant to 42 CFR 441.301(a)(3), the State refuses enrollment in the
waiver to any otherwise eligible individual when the State reasonably expects that the cost of the
home and community-based services furnished to that individual would exceed the 100% of the

cost of the level of care specified for the waiver. Complete items B-2-b and B-2-c.

Cost Limit Lower Than Institutional Costs. The State refuses enrollment in the waiver to any
otherwise qualified individual when the State reasonably expects that the cost of home and
community-based services furnished to that individual would exceed the following amount
specified by the State that is less than the cost of a level of care specified for the waiver. Specify
the basis for this limit:

Complete items B-2-b and B-2-c. The cost limit specified by the State is (select one):

O | The following dollar amount: $ _

The dollar amount (select one):

O | Is adjusted each year that the waiver is in effect by applying the following formula:

O | May be adjusted during the period the waiver is in effect. The State will submit a waiver
amendment to CMS to adjust the dollar amount.

O | The following percentage that is less than 100% of the institutional average: %

O | Other — Specify:
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b. Method of Implementation of Cost Limit. When an individual cost limit as specified in item B-2-a is
employed, specify the procedures that are followed to determine before waiver enrollment that the
individual’s health and welfare can be assured within the cost limit:

c. Participant Safeguards. When the State specifies an individual cost limit in item B-2-a and there is a
change in the participant’s condition or circumstances that requires the provision of services in excess of
the cost limit in order to assure the participant’s health and welfare, the State provides for the following
safeguards to avoid an adverse impact on the participant (check each that applies):

O | The participant is referred for enrollment to another waiver that can accommodate the
individual’s needs.

O | Additional services in excess of the individual cost limit may be authorized. Specify the
procedures for authorizing additional services, including the amount that may be authorized:

O | Other safeguard(s) (specify):
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Appendix B-3: Number of Individuals Served

Unduplicated Number of Participants.

The following table specifies the maximum number of

unduplicated participants who are served in each year that the waiver is in effect. The State will submit
a waiver amendment to CMS to modify the number of participants specified for any year(s), including
when a modification is necessary due to legislative appropriation or other reason. The number of
unduplicated participants specified in this table is basis for the cost-neutrality calculations in

Appendix J:

Table: B-3-a

Waiver Year

Unduplicated Number
of Participants

Year 1

Currently set at 135

Year 2

135

Year 3

135

Year 4 (renewal only)

135

Year 5 (renewal only)

135

Limitation on the Number of Participants Served at Any Point in Time.

Consistent with the

unduplicated number of participants specified in Item B-3-a, the State may limit to a lesser number the
number of participants who will be served at any point in time during a waiver year. Select whether the
State limits the number of participants in this way: (select one):

v | The State does not limit the number of participants that it serves at any point in time during a
waiver year.

O | The State limits the number of participants that it serves at any point in time during a waiver
year. The limit that applies to each year of the waiver period is specified in the following table:

Table B-3-b

Waiver Year

Maximum Number of
Participants Served At Any
Point During the Year

Year 1

Year 2

Year 3

Year 4 (renewal only)

Year 5 (renewal only)

State:
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Reserved Waiver Participant Capacity. The State may reserve a portion of the participant capacity of
the waiver for specified purposes (e.g., provide for the community transition of institutionalized persons
or offering waiver services to individuals experiencing a crisis) subject to CMS review and approval.
The State (select one):

v" | Does not reserve capacity.

O | The State reserves capacity for the following purpose(s). For each purpose, describe how the
amount of reserved capacity was determined:

The capacity that the State reserves in each waiver year is specified in the following table:

Table B-3-c

Purpose: Purpose:

Waiver Year Capacity Reserved Capacity Reserved

Year 1

Year 2

Year 3

Year 4 (renewal only)

Year 5 (renewal only)

Scheduled Phase-In or Phase-Out. Within a waiver year, the State may make the number of
participants who are served subject to a phase-in or phase-out schedule (select one):

v" | The waiver is not subject to a phase-in or a phase-out schedule.

O | The waiver is subject to a phase-in or phase-out schedule that is included in Appendix J and which
constitutes an intra-year limitation on the number of participants who are served in the waiver.

Selection of Entrants to the Waiver. Specify the policies that apply to the selection of individuals for
entrance to the waiver:

A. Medicaid recipients who meet the eligibility requirements of the Physical Disabilities Waiver
may choose to receive services in a NF or through the Physical Disabilities Waiver if available capacity
exists, to address health, welfare, and safety needs.

B. If no available capacity exists in the Physical Disabilities Waiver, the applicant will be advised
in writing that he or she may access services through a NF or may wait for open capacity to develop in
the Physical Disabilities Waiver. To determine the ranking of waiting list applicants, a Critical Needs
Assessment is completed. The applicant scores are then ranked with the most critical first.

C. If available capacity exists in the Physical Disabilities Waiver, a pre-enrollment screen of
health, welfare, and safety needs will be completed by the Administrative Case Management Agency.
The applicant will be advised of the preliminary needs identified and given the opportunity to choose to
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receive services to meet the identified needs through a NF or the Physical Disabilities Waiver. The
applicant’s choice will be documented in writing, signed by the applicant, and maintained as part of the
individual record.

The State has developed policies prioritizing access to individuals waiting for waiver services.
These policies provide opportunities for access to individuals residing in the community and in
institutional settings.

The DSPD has established a Critical Needs Assessment process by which individuals are
ranked to prioritize access to waiver services. A significant component of the Critical Needs
Assessment tool addresses the immediacy of the need for services and the individual’s risk in
not gaining access to waiver services.

Individuals in nursing facilities do not demonstrate an immediate need for services, nor do they
present as being at high risk if waiver services are not extended to them, individuals in
institutional facilities rank extremely low on the prioritization for receipt of waiver services.
The State recognized this problem and initiated a separate process in which individuals in
institutional settings may gain access to waiver services. Medicaid recipients residing in
nursing facilities, meeting the Physical Disabilities Waiver criteria may gain access to the
waiver by having the State general funds that supported the person in the nursing facility follow
the person into the Physical Disabilities waiver, the money-follow-the-person concept. The
State believes the existence of these two access points of admission into the waiver is an
equitable methodology to support access from both the institution and the community.

State:
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Appendix B-4: Medicaid Eligibility Groups Served in the Waiver

a. State Classification. The State is a (select one):

O | §1634 State
v" | SSI Criteria State
O | 209(b) State

b. Medicaid Eligibility Groups Served in the Waiver. Individuals who receive services under this
waiver are eligible under the following eligibility groups contained in the State plan. The State applies

all app

licable federal financial participation limits under the plan. Check all that apply:

Low income families with children as provided in §1931 of the Act

SSI recipients

Aged, blind or disabled in 209(b) states who are eligible under 42 CFR §435.121

Optional State supplement recipients

Optional categorically needy aged and/or disabled individuals who have income at: (select one)

v" | 100% of the Federal poverty level (FPL)

@) % | of FPL, which is lower than 100% of FPL

Working individuals with disabilities who buy into Medicaid (BBA working disabled group as
provided in §1902(a)(10)(A)(ii)(XIII)) of the Act)

Working individuals with disabilities who buy into Medicaid (TWWIIA Basic Coverage Group
as provided in §1902(a)(10)(A)(ii)(XV) of the Act)

Working individuals with disabilities who buy into Medicaid (TWWIIA Medical Improvement
Coverage Group as provided in §1902(a)(10)(A)(ii)(XVI) of the Act)

Disabled individuals age 18 or younger who would require an institutional level of care (TEFRA
134 group as provided in §1902(e)(3) of the Act)

Medically needy (42 CFR §435.320, §435.322, §435.324 and §435.330)

ol s O O O [:I-\\[:I\EI

Other specified groups (include only statutory reference to reflect the additional groups in the
State plan that may receive services under this waiver) specify:

Note:

* When the special home and community-based waiver group under 42 CFR §435.217 is
included, Appendix B-5 must be completed

(m]

All individuals in the special home and community-based waiver group under 42 CFR 435.217

v

Only the following groups of individuals in the special home and community-based waiver
group under 42 CFR §435.217 (check each that applies):

v" | A special income level equal to (select one):

v | 300% of the SSI Federal Benefit Rate (FBR)

O % | of FBR, which is lower than 300% (42 CFR §435.236)

O |3 which is lower than 300%

Aged, blind and disabled individuals who meet requirements that are more restrictive than
the SSI program (42 CFR §435.121)

State:
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Medically needy without spenddown in States which also provide Medicaid to recipients of
SSI (42 CFR §435.320, §435.322 and §435.324)

Medically needy without spend down in 209(b) States (42 CFR §435.330)

Aged and disabled individuals who have income at: (select one)

O | 100% of FPL

O % | of FPL, which is lower than 100%

Other specified groups (include only statutory reference to reflect the additional groups in
the State plan that may receive services under this waiver) specify:

State:
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Appendix B-5: Post-Eligibility Treatment of Income

In accordance with 42 CFR §441.303(e), Appendix B-5 must be completed when the State furnishes waiver
services to individuals in the special home and community-based waiver group under 42 CFR §435.217, as
indicated in Appendix B-4. Post-eligibility applies only to the 42 CFR §435.217 group. SSI states must complete
Item B-5-b; Section 209(b) states must complete Item B-5-c. A State that uses spousal impoverishment rules under
$1924 of the Act to determine the eligibility of individuals with a community spouse may elect to use spousal post-
eligibility rules under §1924 of the Act to protect a personal needs allowance for a participant with a community
spouse.

a. Use of Spousal Impoverishment Rules. Indicate whether spousal impoverishment rules are used in
determining eligibility for the special home and community-based waiver group under 42 CFR
§435.217 (select one):

v" | Spousal impoverishment rules under §1924 of the Act are used to determine the eligibility of
individuals with a community spouse for the special home and community-based waiver group.
In the case of a participant with a community spouse, the State elects to (select one):

O | Use spousal post-eligibility rules under §1924 of the Act. Complete Item B-5-d.

v | Use regular post-eligibility rules under 42 CFR §435.726 (SSI State) (Complete Item B-5-b)
or §435.735 (209b State) (Complete Item B-5-c)

O | Spousal impoverishment rules under §1924 of the Act are not used to determine eligibility of
individuals with a community spouse for the special home and community-based waiver group.
The State uses regular post-eligibility rules for individuals with a community spouse.

b. Regular Post-Eligibility Treatment of Income: SSI State. The State uses the post-eligibility rules at
42 CFR 435.726. Payment for home and community-based waiver services is reduced by the amount
remaining after deducting the following allowances and expenses from the waiver participant’s income:

i. Allowance for the needs of the waiver participant (select one):

v | The following standard included under the State plan (select one)

@) SSI standard

Optional State supplement standard

Medically needy income standard

The special income level for institutionalized persons (select one):

O] 300% of the SSI Federal Benefit Rate (FBR)

@) % | of the FBR, which is less than 300%

Ol$ which is less than 300%.

O % | of the Federal poverty level
O Other (specity):
O | The following dollar amount: | $ If this amount changes, this item will be revised.

O | The following formula is used to determine the needs allowance:
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ii.

Allowance for the spouse only (select one):

SSI standard

Optional State supplement standard

Medically needy income standard

The following dollar amount: | $ If this amount changes, this item will be revised.

O] Ol 0| OO

The amount is determined using the following formula:

Not applicable (see instructions)

iii.

Allowance for the family (select one):

AFDC need standard

Medically needy income standard

©)

The following dollar amount: | $ The amount specified cannot exceed the higher
of the need standard for a family of the same size used to determine eligibility under the State’s
approved AFDC plan or the medically needy income standard established under
42 CFR §435.811 for a family of the same size. If this amount changes, this item will be revised.

The amount is determined using the following formula:

Other (specity):

v

Not applicable (see instructions)

iv. The State also will deduct medical and remedial care expenses specified in 42 CFR §435.726.
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c. Regular Post-Eligibility: 209(b) State. The State uses more restrictive eligibility requirements than
SSI and uses the post-eligibility rules at 42 CFR §435.735. Payment for home and community-based
waiver services is reduced by the amount remaining after deducting the following amounts and expenses
from the waiver participant’s income:

i. Allowance for the needs of the waiver participant (select one):

O | The following standard included under the State plan (select one)
O | The following standard under 42 CFR §435.121:

Optional State supplement standard

Medically needy income standard

The special income level for institutionalized persons (select one)
O | 300% of the SSI Federal Benefit Rate (FBR)
@) % of the FBR, which is less than 300%
(O I\ which is less than 300% of the FBR
% | of the Federal poverty level
Other (specity):

The following dollar amount: | $ If this amount changes, this item will be revised.

O | The following formula is used to determine the needs allowance:

ii. Allowance for the spouse only (select one):
O | The following standard under 42 CFR §435.121

Optional State supplement standard

Medically needy income standard
The following dollar amount: | $ If this amount changes, this item will be revised.

The amount is determined using the following formula:

O] Ol O O

O | Not applicable (see instructions)

iii. Allowance for the family (select one)
O | AFDC need standard
O | Medically needy income standard
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O | The following dollar amount: | $ | The amount specified cannot exceed the higher

of the need standard for a family of the same size used to determine eligibility under the State’s
approved AFDC plan or the medically needy income standard established under
42 CFR §435.811 for a family of the same size. If this amount changes, this item will be
revised.

O | The amount is determined using the following formula:

O | Other (specify):

O | Not applicable (see instructions)

iv. The State also will deduct medical and remedial care expenses specified in 42 CFR §435.735.

d. Post-Eligibility Treatment of Income Using Spousal Impoverishment Rules

The State uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to
determine the contribution of a participant with a community spouse toward the cost of home and
community-based care if it determines the individual's eligibility under §1924 of the Act. There is deducted
from the participant’s monthly income a personal needs allowance (as specified below), a community
spouse's allowance, a family allowance, and an amount for incurred expenses for medical or remedial care, as
specified in the State plan.

i. Allowance for the personal needs of the waiver participant (select one):

SSI Standard
Optional State Supplement standard

Medically Needy Income Standard

The special income level for institutionalized persons
% | of the Federal Poverty Level
The following dollar amount: | $ If this amount changes, this item will be revised

0] {o] No) No] Ko] KO] e

The following formula is used to determine the needs allowance:

©)

Other (specify):

ii. If the allowance for the personal needs of a waiver participant with a community spouse is different
from the amount used for the individual’s maintenance allowance under 42 CFR §435.726 or
42 CFR §435.735, explain why this amount is reasonable to meet the individual’s maintenance
needs in the community.
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Appendix B-6: Evaluation/Reevaluation of Level of Care

Evaluation of Level of Care. As provided in 42 CFR §441.302(c), the State provides for an evaluation
(and periodic reevaluations) of the need for the level(s) of care specified for this waiver, when there is a
reasonable indication that an individual may need such services in the near future, but for the

Reasonable Indication of Need for Services. In order for an individual to be determined to need
waiver services: (a) the individual must require the provision of at least (insert number)

service(s) offered under the waiver; and, (b) the individual must require the provision of waiver services
at least monthly or, if less frequently, require regular monthly monitoring as documented in the service

Fair Hearing. As specified in Appendix F, the State provides an opportunity to request a Fair Hearing
under 42 CFR Part 431, Subpart E to individuals who are determined not to meet the level of care

Responsibility for Performing Evaluations and Reevaluations. Level of care evaluations and

O | By an entity under contract with the Medicaid agency. Specify the entity:

Qualifications of Individuals Performing Initial Evaluation: Per 42 CFR §441.303(c)(1), specify the
educational/professional qualifications of individuals who perform the initial evaluation of level of care

Individuals performing initial level of care evaluations will be Utah licensed registered nurses

Process for Level of Care Evaluation/Reevalaution. Per 42 CFR §441.303(c)(1), describe the process
for evaluating waiver applicants for their need for the level of care under the waiver. If the reevaluation
process differs from the evaluation process, describe the differences:

Utah State administrative rule R414-502 delineates the nursing facility level of care criteria that must
be met to qualify for Medicaid reimbursement under the State Plan nursing facility benefit. In
accordance with R414-502, in determining whether an applicant has mental or physical conditions that
can only be cared for in a nursing facility, or equivalent alternative Medicaid health care delivery
programs, must document that at least two of the following factors exist:

a) Due to diagnosed medical conditions, the applicant requires substantial physical maintenance
with activities of daily living above the level of verbal prompting, supervision, or setting up;

b) The attending physician has determined that the applicant’s level of dysfunction in orientation
to person, place or time requires nursing facility care; or equivalent care provided through an

a.
availability of home and community-based waiver services.
b.
plan.
c.
requirements for this waiver.
d.
reevaluations are performed (select one):
O | Directly by the Medicaid agency
v" | By the operating agency specified in Appendix A
O | Other (specify):
e.
for waiver applicants:
employed by the operating agency.
f.
State:
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alternative Medicaid health delivery program; or

¢) The medical condition and intensity of services indicate that the care needs of the applicant
cannot be safely met in a less structured setting; or without the services and supports of an
alternative Medicaid health care delivery program.

The Operating Agency will provide for an evaluation (and periodic reevaluations) of the need for the
level of care specified in item 1-F of this request, when there is a reasonable indication that individuals
might need such services in the near future, but for the availability of home and community-based
services. The State Operating Agency utilizes the following process to make level of care
determinations as follows:

The registered nurse employed by the Operating Agency will conduct a level of care assessment using
the standard waiver instrument described in Appendix B-6(g).
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h.

Level of Care Instrument(s). Per 42 CFR §441.303(c)(2), Attachment #1 to Appendix B-6 contains a
copy of the instrument(s) used in the initial evaluation and reevaluation of an individual’s need for the
level of care in this waiver. Indicate whether the instrument(s) differs from the form used to evaluate
institutional level of care (select one):

O

The same instrument is used in determining the level of care for the waiver and for institutional
care under the State Plan.

v

A different instrument is used to determine the level of care for the waiver than for institutional
care under the State plan. Describe how and why this instrument differs from the form used to
evaluate institutional level of care and explain how the outcome of the determination is reliable,
valid, and fully comparable.

The InterRAI MINIMUM DATA SET- HOME CARE (MDS-HC) serves as the standard
comprehensive assessment instrument for this waiver and includes all the data fields necessary to
measure the individual’s level of care as defined in the State Medicaid nursing facility admission
criteria. Persons responsible for collecting the needed information and for making the initial level
of care determination are trained by staff of the administering agency in the proper application of
the MDS-HC instrument and the proper analysis of the MDS-HC data to evaluate level of care
eligibility.

Reevaluation Schedule. Per 42 CFR §441.303(c)(4), reevaluations of the level of care required by a
participant are conducted no less frequently than annually according to the following schedule
(select one):

O

Every three months

Every six months

Every twelve months

ANl (O (@]

Other schedule (specify):

A full level of care reevaluation is conducted at a minimum within 12 consecutive months of the
last recorded full level of care evaluation, or more frequently, whenever indicated by a significant
change in the individual’s health status.

The individual’s level of care is screened at the time a substantial change in the individual’s health
status occurs, including at the conclusion of an inpatient stay in a medical institution, to determine
whether the individual’s resultant health status constitutes an ongoing nursing facility level of
care.

Qualifications of Individuals Who Perform Reevaluations. Specify the qualifications of individuals
who perform reevaluations (select one):

v

The qualifications of individuals who perform reevaluations are the same as individuals who
perform initial evaluations.

O

The qualifications are different. The qualifications of individuals who perform reevaluations are
(specify):

Procedures to Ensure Timely Reevaluations. Per 42 CFR §441.303(c)(4), specify the procedures that
the State employs to ensure timely reevaluations of level of care (specify):
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The Operating Agency will maintain a tracking system as part of the overall management of eligibility
determination and enrollment functions to assure compliance with the provisions of Appendix B-6.

k. Maintenance of Evaluation/Reevaluation Records. Per 42 CFR §441.303(c)(3), the State assures that
written and/or electronically retrievable documentation of all evaluations and reevaluations are
maintained for a minimum period of 3 years as required in 45 CFR §74.53. Specify the location(s)
where records of evaluations and reevaluations of level of care are maintained:

Records of level of care evaluations and reevaluations will be maintained in the individual’s waiver
case record maintained by the Operating Agency.

The State Medicaid Agency retains the final authority for oversight of the level of care evaluation
process. The oversight function involves an annual review of the level of care evaluations for a sample
of waiver participants representative of the caseload distribution across the program. In the event the
sampling identifies potential systemic problems with level of care evaluations, an expanded review
would be initiated by the State Medicaid Agency.
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Appendix B-7: Freedom of Choice

Freedom of Choice. When an individual is determined to be likely to require a level of care for this

i.  informed of any feasible alternatives under the waiver; and
ii. given the choice of either institutional or home and community-based services.

Fair Hearing. As specified in Appendix F, the State provides an opportunity to request a Fair Hearing
under 42 CFR Part 431, subpart E, to individuals who are not informed of any feasible alternatives
under the waiver or given the choice of home or community-based waiver services.

Procedures. Per 42 CFR §441.303(d), specify the State’s procedures for informing eligible individuals
(or their legal representatives) of the feasible alternatives available under the waiver and allowing these

The administrative case manager is responsible for assisting the applicant in completing the eligibility
determination and enrollment process. Once it appears the applicant will likely meet nursing home
level of care and generally assesses the individual’s LTC needs, the applicant is provided information
about the types of services available through the waiver and through the Medicaid nursing home

When the administrative case manager has determined the individual can be adequately served in the
community, the individual is informed of any feasible alternatives under the waiver and given the
choice of either institutional or home and community based services.

The individual is informed that the SMA provides an opportunity for a fair hearing, under 42 CFR Part
431, subpart E, to individuals who are not given the choice of receiving services in a home or
community-based setting or receiving services in a nursing facility.

Freedom of Choice Documentation. Attachment #1 to Appendix B-7 contains a copy of the form used

Maintenance of Forms. Per 45 CFR §74.53, written copies or electronically retrievable facsimiles of
Freedom of Choice forms are maintained for a minimum of three years. Specify the locations where

Freedom of Choice documents are maintained in the individual’s case record maintained by the

a,
waiver, the individual or his or her legal representative is:
b.
c.
individuals to choose either institutional or waiver services.
program as part of the pre-enrollment education process.
d.
to document freedom of choice.
e.
copies of these forms are maintained.
Operating Agency.
State:
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Appendix B-8: Access to Services by Limited English Proficiency Persons

Access to Services by Limited English Proficiency Persons. Specify the methods that the State uses to
provide meaningful access to the waiver by Limited English Proficiency persons in accordance with the
Department of Health and Human Services “Guidance to Federal Financial Assistance Recipients Regarding
Title VI Prohibition Against National Origin Discrimination Affecting Limited English Proficient Persons”
(68 FR 47311 - August 8, 2003):

Medicaid providers are required to provide foreign language interpreters for Medicaid clients who have
limited English proficiency. Clients are entitled to an interpreter to assist in making appointments for
qualified procedures and during those visits. Providers must notify clients that interpretive services are
available at no charge. The SMA encourages clients to use professional services rather than relying on a
family member or friend though the final choice is theirs. Using an interpretive service provider ensures
confidentiality as well as the quality of language translation.

State: Appendix B-8: 1

Effective Date
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Attachment #1 to Appendix B-6

MINIMUM DATA SET - HOME CARE (MDS-HC)®
* Unless otherwise noted, score for Iast 3 days

1.| MAME OF
CLEENT

a. (LastFamiy Name|

b. {First Mame) c. (Mide Init=l)

FS CASE

EFEDH

3| GOVERN-

& Pension (Socal Sacurity) Nurrber

LE L =t

=N

b. Health inswance number [or other comparatle insurance mumber)

.

SECTION BB. PERSONAL ITEMS (Complete at Intake Only)

. Clent has advance medical directives in placa (for exampie. & do
order)

1.| GENDER 1. Male 2 Faala
2.| BIRTHDATE ’ i I !
Morih Day “Year
3. RACE | (Checkallthatapply)
ETHHCTTY | pace Nabvo Hawaian or oher Pachic
Amedican INdanAlaskan [}
Mithve ‘While
Asian m
Black or African Amernican |e Hispanic or Lating 1
4.] MARITAL |1. Never maried 3. Widowed 5. Dhvorced
2. Marmied 4, Separated 8. Other
5 thl%mE \Prirmary Language
0. English 1. Spanish 2. French 3 Ogher
.| EDUCATION | 1, No schooling 5 Technical or trade school
(Highast | 2. Bth B. Some
Level  |3.9-11 grades 7. Bachelors
Comp | | 4. High schoal B. Grai dagres
7.| RESPONS || Code for resg ity directiy
BILITY? 0. Mo 1. Ys
ADNMANCE
DHRECTIVES |a. Client has & legal guandian

.

SECTION CC. REFERRAL ITEMS (Completfe at Intake Oniy)

1.| DATE CASE
SERED i~f|!—illl]
“Wear
2.| REASON 1Fhe.tms care. ‘.Elgbln.-.rhrm"u.‘eam
FOR zcomn'u&yw CIVONIC CaNe
[REFERRAL | 3. Home placemant screen E
ﬂndtbr of of cang)

3 coaLsoF | MW goals
l.&mmwm . ClentTamily educaiion
nmmn-mm &, Familyrespiie

| 1. Paliative care
4, TIME SINCE Tln'nmm% £ Code for most
LAST mmﬁ el
HOSFITAL. hhnlﬂlﬂ‘lﬂdws 3 w-mshaqms
STAY IWH‘T More than 30 days apo
Z\I\‘lmﬂtlhldnys
1 WHERE |1.Private homea/apt with no home care services
LIVED AT |2 Private homea/apt. with home care services
TIME OF | 3. Board and carafassisted Rving/group home
REFERRAL |4. Mursing homs
5. Other
6./ WHO LIVED | 1. Lved alone
WITH AT |2 Lived with
REFERRAL &me

Lived with chill (nod
6. Lived in group seting

spouss)
& Chad vt otheris) {not

or children)
nor-elative(s)

7.| PRIORNH

0. No 1.¥es

Residad in a nursing home at anytime during 5YEARS prior fo case
PLAGEMENT | opening

E.[RESIDENTIAL|
HISTORY

0. Mo 1. s

Moved to curment residance within last bao years

1.
REFERENCE
DATE

SECTION A.

ASSESSMENT INFORMATION

Dateof assessment

Ll ] ]

2]

= Examples of exceptions include IADLs/Continence/Services/Treatments where siatus scored over last 7 days
SECTION AA. NAME AND IDENTIFICATION NUMBERS

REASONS
FOR
ASSESS
MENT

Tipe of

‘assessmerd
1. Initial aesessment
assegsment

Hmwmmm“ discharge from the

- priae io pe program
Review at retumn from hospital

Change in status

. Othat

SECTION B. COGNITIVE PATTERNS

Code for recall of whal was leamed or knowr)
0. Memory OK 1. Memory probierm
[8. Shori-term memony O — seems/appears io recall afier § minuiss

b Wmmm—mnmllumuauunn
mudtitask sequence withoul cues for iniiation

IVE |a. Howwell chent miade decisions about organizing fhe day (9., \\;:an

#0 gt up or have meals, which dothes to wear or sctivities to do)

. INDEPENDENT—Decisions consistentimasonabla'sale
. MODIFIED INDEPENDENCE—Some difficulty in new situatons

a4

. aning of decision making as compared 1o status of 90 DAYS.
ng [urmwas?aﬁzmnmmmuays}

3.|INDICATORS

. Sudden or new

O.Ph

b. in the LAST 80 DAY'S (or since last assessment if less than 80
such that his or

d@ﬁnw&mw“*mmmw

HEARING

SECTION C. COMMUNICATIONHEARING PATTERNS

TV Nearng Sppiance i used)
O mﬂsm&m}*—wmwmm
T¥—When not

MINIAL DIFFTICLIL
zmwwzmmmmv—smmmmqm
SHN?HLY —m%rumm

(Expressing informnation confant—howsver abis)

0, UNDERS TOOD—Expresses ideas without difficul
1. LSUALLY UNDERS TOOD-—Difficulty finding words or ing thoughts.

“ BUT # given time, kitls or no requined
mmmm—m%mam thoughis,
RO LisLiaEhy edUined 3

3. SOMETIMES UINDERSTOOO—Ability is imited io making concrede

4_m

TION
DECLINE

I COMmImILINaES o | ﬂqummw
asmwudbm AGO (or snce
H’Iasahunwmwl

SECTION D.VISION PATTERNS

1.

VISION

(Abiity i s in adequate ight and with giasses ¥ used)

ﬂ&DEWmshdmhﬁﬂ-gwth

1. ma—mmmmmmmtnmw

2 mmﬂvwnmmmmmmmmw
per haadinas, bu{cﬂnldemm"

3. HIGHLY WMPARED—Ohject In question, but eyes ap-

4, &‘bﬁ?&?%ﬂmnmuﬁlﬂlmﬁ&um

1o follow
&wmammlgms cuitans over eyes, or flashes of

0.No 1.Yes

[Warsening of vision
last assessmant if less than 50 days)

as compared 1o status of 50 DAYS AGO (or sincs|

0. Mo 1.%6s

MDS-HC Version 2.0 — August 02, 2000 MDSHC-Pg1
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SECTION E. MOOD AND BEHAVIOR PATTERNS

(Code for cbserved Indicators. ve of the assumed cause)

0. Indicator not exhibited in last 3 days
TZEWMI-QDHBSTSW

B O ok e b
anyone of ral
dead

Mood indicators have become worss as compared 1o status of 20
mmqammasﬁ?mﬁmmmmm

Instances when clent @dibied betavioral symploms. If EXHIBITED, ease of
altering the symptom when il oooured.

0. Dﬁmoc:urhlasladays
. Cocurred, easily al

2. Cecurred, m’:?eﬂalw’ed

8. WANDE RING—Moved with no miaral purpose, seomingly cbivious
o needs or safety

b. VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS—Threstensd,
screamed at, cursed at others

c. PHYSICALLY ABUSIVE BEHAVIORAL SYMPTOMS—HL shoved,
scratched, sexually abused olhers

d, SOCIALLY INAPPROPRIATETHSAUPTIVE BEHAVIORAL SYMP-
TOMS—Disnuptive sounds, mlslness SETRET ssﬂwabuswam
sexual behavior or disrobing in
rummaging, repetitve behanior, rsasaaﬂ\rand mm

. RESISTS CARE—Resisted taking medcatiorsmincions, ADL as-
sistance, eating, or changes in posifion

4.|CHANGES IN| Behavioral &
BEHAVIOR

YITEAOMES hana batoms worse of ane less well tolarsied
by Emilly 65 compared to 20 DAYS AGO (or since last assessment i

nan 90 days) .
0. Mo, of no ehanoe in behavioral symploms

1.¥es
SECTION F. SOCIAL FUNCTIONING
1. 8. At sase Mferacting Wil ofhers (&g, ks 1o spend fime with others)
MENT 0. At sase 1. Mot at sase
h.(ﬁﬁmmﬂﬁmmwm
0. 1. Yes
2.| CHANGE IN | As cormpared to 50 DAYS AGO for since lest assessment if less than
SOCIAL | 90 days ago), deciine in the leved of paricigation in social,
ACTIVITIES occupational or o prefemed achvities, IF THERE WAS A
Ngmmmmwmrau
Q.
&Dmnﬁm
3. ISOLATION |a of #me client is aione duwing the day (moming and afemoon
0 or hardly ever
Iﬁbunmkmur

Lm‘gwﬂurmn—u.g.. all moming

b, Cliant or indicales that he'sne feels lonely
O Mo i 1. es

SECTION G. INFORMAL SUPPORT SERVICES

TWO KEY |MNAME OF PRIMARY AND SECONDARY HELPERS
INFORMAL

HELPERS 3 asyFamily Mama) b. [Frst)
Pﬂmw . (LastFamiy Nama) d. (First)
)

(A)

m _doen

1o increase heip

Hne-echumlingness[mm
1 15 per day 2 No

0, Mose han.
f.—mmofmmmppm

k—|ADL care

I — ADL care:

(Check all that apply)

A caregiver is unsble Io continue In caring activiles—e.g., decline in
wmmdmwwmmnamnmmﬁm

Frimary caregiver ks not satisfied with support received from Eamil
unargrmia;«,mm-anumm S

Frimry canégiver exprisses imelings of disiress, anger or depression |&
NONE OF ABOVE "

or instrumantal and personal acivises received the
uﬁmﬂvs.mwmdmmmﬂrgmamw

&.5um of ime cross five weekdays ‘ i

b Sum of ime across two weekend days. | I

SECTION H. PHYSICAL FUNCTIONING:

* |IADL PERFORMANCE IN 7 DAYS
* ADL PERFORMANCE IN 3 DAYS

IADL SELF PERFORMANCE—Coda for funcioning in routine acthites around the homse orin
the communiy during the LAST 7 DAYS,

CODE (Code bor dienfs performance during LAST 7 DAYS)

) _(8)

8) 1ADL DIFFICULTY CODE How difficult it is: for would i be) for cient to do

O O
o, DiFFICLILTY
1. SOME DIFFICULTY—e.g,, neadawnemb,}smysbwmhhs
2 GREATGIFFICU.LH"—EQ. It or no involwement in the activity is

Performance
Difficulty

b.

8. MEAL PREPARATION—HOW Meais are prepaned (e.g., pl meals, cooking,
assembiing ingredients, sefting out food and I“ e

ORDINAFRY HOUSE WORK —How ordinary
doing dishes, dusting, making bed, tidying up,
c. MANAGING FINANCE—How bills are paid, checkbook is balanced, nousehald
expenses are balanced

d. MANAGING MEDICATIONS—How medications
take medicines, opening bottles, taking comect drug
mnl.mfwm}

PHONE USE—How
astu'gerumtemmnbptm amplificaton
1. SHOPPING—How shopping is performed forfood and househald tems (8., Sskecting

work arpund he house s performed (8.9,
igLngry]

are managed (8.q., remembenng o
dosages, ghing injections,

Wmemkmnﬂemm{mmmm
a5 needed)

HEms, managing money)
g- TRANSPORTATION—How clant tavels by vehice (e.g., gets 1o places: beyond walk-
ing distance)
2. ADL SELF-PERFORMANCE ﬂuwrgaﬁtsssﬂ'ladais Mn:ﬁ;?
acivities of dady ik, bmrpb F‘m a DAYS,
all episodes of these activities. For erhmmun
:yﬂy,bemhﬁh’ﬂiﬁ:‘d 'Mwm Ar plmu'l!
O CVErses m Nole—For bafhing, maost singls
episode it LAST T

0. INDEFENDENT—Mo help, setup, uw—wmmwm
nly 1 0r 2 Bmes (with any task or

: [ SEW}T&PM—&MHMWM&MM%BUMW

2 wmﬂ“—%#&ﬁwwﬂ provided 3 or more times during last
Sdays Superdsion (1 or mon times gﬁmum“
Erm[!wamufau'méu‘;:m m Lw\iim} g

3. ASSISTANGE—Clent highly involved m physical quided
nwmma‘irg;hmum pars ey nhsq: 3 or move fimes hehn
Cormbsnation of non-weight bearing more pronced 1 ilimsdun-u
period (for 2 total of 3 or more episodes of physical help) N

4. EXTENSIVE ASSISTANCE—Clien! periormed part of activity on own (50% or mare of

ype(s) were provided 3 or mons times:
-—-defﬂbeaﬁngﬂﬁoﬂ A—
— Full periormancs by another during pan (but not al) of last 3 days

5. MAXIMAL ASSISTANCE—Clant imolved and completed less than 50% of sublasks on
M(m?ﬁ2+wﬁd§lmdwmrnb o ull pertormance of carain

6. TOTAL DEPENDENCE—Full peroemanca of sctivity by ancther

B. ACTIVITY DIDNOT OCCUR|regardiess of abiity)

MDS-HC Version 2.0 — August 02, 2000
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2,1Antsa.ﬁ-ﬂewmm 3. BOWEL |inLAST 7 DAYS, control of bowsi movement (with appiance or bowsld
CONTH | continence program H empioyed)
a.Mun.mmEv}I;quwngnamhunmmmmsmmm,w NENCE o R i
positicning in % TINENT—Complete control; oy divice
b. TRANSFER-—nciuging moving 1o and between suriaces—to/ombed, chalr, wheekchar, L e PO I of
standing position. | torom batfvioied _— z.%mrﬂlmmmm
€.LOCOMOTION IN nm ﬂmmnﬂ'ﬂi 3. INCONTINENT—Bowel inconiinet episade once
d.LU;]me OF HOME—{Note—f in wheslchair, sef-sufiidency once in 4 ?__R“Elk N 23
5 QUENTLY INCOW TINENT—Bowel Imcontinent epesodes 2-3
= times & weak
DRESSING UPPER Em—mmmwmimdwuu.um
8. cesisubg bl L - gm&rm—ammummmdmm?
" Dnesswamwenm—nmdsnlamamummmmm.um ascassmant pariod
‘wear) from the waist down, indudes prostheses, orthotics, belts, pants, skins, shoes,
and fasteners (- SECTIONJ. DISEASE DIAGNOSES
9. EATING—incluging taking in food by any method, including tube bedings. mmmsgmmsnpfmwsmmm TECUINES boal-
w mant, ar S!ﬂ'wl UB‘W e, Include Il cisaase is monfonsd a home cane professional
nwmaw&ﬁfwmm m::l"mmu ;B?‘Erﬁaﬁmhammnw‘!ﬂm'fs [wmh::mihsamm
ammmmﬂ [ostomy of catheter), and adjusting - ya
H?GE!E—*M&WA:-& , brushing iseth, shaving, applying makeup, [blni]. Mot present
wad-rp‘dmranandmndsq baths and showers) 1 ;raem—nm subject 1o focused in aam&gﬂﬂ#ﬁlqhvhﬂmmp@oml
I HTHI wmﬁ E"CLUDEWM"* IIFstuam hlmi.mmo.%msw
haﬂlmmasrwea numoyum , Upper dnd ower -
::i'E‘L perineal area QHE ‘dependent spisode in LAST 7 DAl 1.| MSEASES |HEART/CIRCULATION P Csleoponosis
S,ADL:EGJEADLS?M h s%':'n“ ;um:.;t “salf parice- E
 less Man 80 days) - {sirmk) _ Cataract
0. Mg 1. Yes b. Cangestve hean failure G
4. PRIMARY |0, No asssive device 3. Scooler 2., Amigo) >
MODES OF |1.Cane a4, c.Coronary artery dissase R
LOCOMO- (2. Walkerfontch 8 ACTIVITY DIDNOT OCCUR o Hyperiansion i 2
G g . Imegulery imeguiar pulse INFECTIONS
b. Oulcicars 1. Peripheral vasoular disaase HIV infech
5l STAR In the kast 3 days, how chent went up and down sters (e.0., single of NEURDLOGICAL A i
CLIMBING |multiple steps, using handmi as neaded) 5 i e
. -Alzhelmer's v Tuberulosis
N ot doven e v i Chamonia piex ten w. Urinasy ract infection (in
2. Mol go up and down staks A e LAST30D8YS)
f in | wemk, during the LAST 30 DAYS (or s st assess- 8 rauma
;| STAMNA S0 mumﬂwmﬁmmmmdmm - j. Hemipisgahemparests (OTHERDISEASES
uwwgnnh.lch lives (no maner how short a fime: period ) % x lin past 5 ysars)
Tk e k. Multple scierosis i
Gt : 1. Pasdnsonism y. Disbetss
nmdmlmnmmamm mdwmg MUSCULO-SKELETAL . Emmoh COPDYast ==
0. 'I'hpomm}‘nus 1. Less than twa hours m. Arfwies aa Renal Failue
TFUNCTIOMAL| Client bebeves ha'she capable of increased functional independence == Rtk —
POTENTIAL | (ADL, IADL, mobiity) . :HMB:::M e mwmmuu
Caregivers believe cliant is capable of increased funcional indeper- -mm"' il NONE OF ABOVE
dence (ADL, AOL, mobdity} -
b 2| OTHER I
Good prospects of recovery from curment dissase o condiions, im- CURRENT L 1 sl |
P e e Sn Mo LL L fel }
NONE OF ABOVE
e L1 1 lel |
SECTION |. CONTINENCE IN LAST 7 DAYS CODES _ |d. L1l lel |
1.] BLADDER |a.InLAST 7 DAYS control of urinary biadder function ncas
CONTI 5 such a5 cathelers or incontinence program empttwd} he—il SECTION K. HEALTH CONDITIONS AND PREVENTIVE HEALTH
NENCE dribbies, volume insufficient o soak through underpants] MEASURES
0. CONTINENT —Complete control; DOES NOT USE any type of 1.| PREVENTIVE | {Check ail that apply—in PAST 2YEARS)
catheter or olher collection device i HEALTH
1. CONTINENT WITHCATHE TER. Compiete cornrolwihuse of {PAST Two | Bio0d pressirs messured
typs of cathetar o urinary collection device thal does not YEARS) Received influenza vaccination
unne .
2. USLIALLY CONTINENT—incontinent episodes once a week or E“”’m"“‘_‘““m_“‘m:“’
NONE OF ABOVE
2.| PROBLEM |(Check all that were present on al least 2 of the last 3 days)
presant CONDITIONS by e
5. INCONTINENT—| wmmmm PRESENT ON a |Lossof appetie
B, DIDNOT OCTLIR—Ho wine output from biadder zugl"‘rgﬁ mqu-y
B a
b. Worsaning of biadder incontinence s compared 1o status 50 DAYS
NGO [or sincs last assassmant i lsss than 80 deys) Fever c | NONE OF ABOVE
0.No 1.%s 3| PROBLEM ||Checkall presentatany poini during last3 days,
2| BLADDER | [Checkall thatl apply In LAST 7 DAYS) CONDIMIONS | pyyysicAL HEALTH Shartnass of braath
i Usa of pads or brials to profect against weiness _ Enhastpawpmmm MENTAL HEALTH
Use of an indweling Lrinary catheter = N:'“ - A Delusions
NONE OF ABOVE _ i B b Halucinations.
Dizziness or ightheadedness: NONE OF ABOVE
Edama d
MDS-HC Version 2.0 — August 02, 2000 MDSHC-Pg3
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4. PAIN a. Frequency with which clien complaing or shows evidence af pain
i I 1 SECTION N. SKIN CONDITION
855 than muttiple pe :
{2, moming and evening) 1.  skin  [Anytroubling skin condifions or changes in skin condition (e.g., burns,
b. Imen.;:{ of pain PROBLEMS |bruises, rashes, fchiness, body §oe, scebies)
1:1:4"?‘1 i ‘;_Smre 4'Emmﬁhbmnm 2! ILCERS H%rmmmumanmmmam%mmwe
: : (Pressuns’ | PErEistent shin redness (Stage 1) partial loss of skin lsyers | 2;1-
:Erm client's pulrrtui\;:w; pain inbensity disnupts wsual activiies Stasis) ﬂequgal;;s ;lllhe s'dﬂnif‘&a 3 breaks in skin exposing muscle o
, 1. bore Cede 0 no Uleer, otherwise record the highest ulcer
. Character of pain stage (Stage 1-4] |
. N pain 1, Localized - singla site 2. Multiple shes a Pms'rga l&ur;ly lesion caused b:.- pressure, shear forcas, -
: resulting i darna undertying fissue
e. From client's point of view, medications ad=quatsly conrl pain
0. Yes or no pein 1. Medications do not 2, Pain present, b Stasis ulcer—open lesion caused by poor crulation in the lower
adequetehy control pain E&mﬁoﬂm{ -
.| OTHER Cheack all that spply)
5. RALLS Murnber of imes fel in LAST $0 DAYS (or since last agsessment il & mg.‘g { :
FREQUENCY | kess than 00 days) If mone, code *0°;  mone than 9, code D" FEGURING Bwnsi)samndnrnwd Surgical wound
E.|DANGER OF | (Code for danger of fafing) TREATMENT |d=gree
FALL O.Nao 1. Yes mg“’;“m’m‘{’:g Sﬁngls_ Gnuses,lmml
a. Uinsteady gait rsnae'd e ' -
b Client limits: outdoors due 1o fear of falling (e.q., stopped %
using bus, ggg';%mumymm cthers) Ing (e.g. Ekin tears or cuts = |
7. LIFESTYLE {GgﬁuberQwsm:@ 4.| HIETORY OF Euig;tpmﬁumryhadtatwﬁnw]ai'asan ulcer anywhens on fhe
!m . < A
a. hmrﬁlaﬂ ms{us&x&aﬁ?ﬁmthMnmm]_ P’E&%{E 0. N 1. %es
chent eed Or Was 5 10 Cul dorwm on ﬂli‘wgﬂ' Check
others were concemed with clents drinking 5. \'L"‘l?l-f L for formal care in LAST 7 DAYS)
h.lnmmmmm:arﬁﬁgmﬁmmnmmmm; CaE | Anibiotics, systemiic or topical
chant had ko have a dink in the moming :
(i, an "eye opener’) or has been in umblehecauaedgym ol
. Smoked or chewed fobacco daly Sl G
"8 HEALTH |[(Checkallthatapply) Other woundiuices care (8.0.. pressure relieving dovics, nutrition, turm-
NS | Client fois halsha has poor health (when asked) ing, debridement)
mmnmomwms&mmmw ADL, mood, of MNONE OF ABOVE
behavior patierns mﬂstﬂmﬁuns,precarmorde{ermmgj
Experiencing & flars-up of & recurrant er chronic problem SECTION O, ENVIRONMENTAL ASSESSMENT
Treatments in LAST 30 DAYS (or since last assessrment i 1.] Ho L mmn;g inc TR |
lass than 30 dayE] becauss of a new acite episode or condilion Emﬂ:gﬂ- .ﬂo@pﬂgm e mm:} G Tl la,
MENT
Pr of less than sx months o ive—e. pl'wnanmsmld e i
uisomnrs{amlhrﬁa‘lniantmsa ge mfm memmta.g..nmeshmn wlaciric wires where client L
il Eek e Bathroom and tobistroom (.., non-opersting boilet, leaki
It pipas, no
% STATUS {STHon A St tppiy . mmml rais though needed, sippery bathiu, outsie toilsd) o L
ACATORE | Cos el sy b e gt hazardows of| Kitchen (s.q., dangerous siowe, inoperaive refrigesator, mfastabion by
Unusualty poor hygiene 'I:I*Tflf rats of bugs) d.
Uneaplained injuries, broken bones. or bums | R y g, 0
e et o Al e e e |
Physically restrained {e.g., Imbs restrained, used bad rails, o
A S T, R s e ey ommn g
NONE OF ABOVE F—
i | Access o home (e.g., dificulty enteringfeaving home)
SECTION L. NUTRITION'HYDRATION STATUS T [Aocess to rooms i howse (.., unabie to cimb stairs) &
1| WEGHT |(Codsforwsightiiems) NONE OF ABOVE
21 L . A5 compared 1o 90 DATS AGO (o since last assessment), ¢ t
IVING 5
a. Unintandedweight loss of 5% or more inthe LAST 30 DAYS [or 10% ARRANGE WMEWm'ngﬂthwammn
ormore inthe T 180 DAYS] MENT mmmmﬂsr‘nm
ib. Sevens malnutricon (cachesda)
b, Client or primary caegiver foels that clent would be bettsr off |
. Morbid obesity anather i\.r?-:ganuimnmert &
2| cCONSUMP- ‘PUNo mﬁﬂm1 o O.MNo  1.Clentonly 2 Caregvercnly 3 Gientand caregiver
TION -
8. In at least 2 of the last 3 days, ate one or fewer meals a day SECTION P. SERVICE UTILIZATION (IN LAST 7 DAYS)
b In last 3 days, noticeakie dacrease in the arourt of food dient 1.| FORMAL | Esxientol care or care management in LAST T DAYS (o since last
ustally eals or Mids usualy consumas CARE assesament if less fan 7 days) invoiving ﬁ,]f ® ©
. Insutficient fuid—did not consume alliaimost all fluids during last cwmu Dms  Hours Mins
Ch rounded o | 5 Home health aides
d. Erieral ube feeding b Visiting nurses
3. |SWALLOWING] 0. NORMAL—Sale and efficient swa ufa]l:heﬂmr i . :
1, FEWRES‘.?’MH mﬂmms €. Homemaking services
pachanical or It
2. nmmssmumwr%tsmumam%mmmp i :
E%IFBE. @ Volumser services
. NOORAL ms{mq 1. Physical therapy
SECTION M. DENTAL STATUS (ORAL HEALTH) Rt et e
1] ORAL | (Checkall thatapply) h. Spieech therapy
STATUS I. Day care or day hespital
P'mhlemd'wnrgte.g_puum‘lastmmn I jaw, sui | razac- ;
tion, decreased m‘rmummLpammlem |- Social worker in home
Mouthis *dry” when eating a mesl _
Probiem brushing taeih or denturas et
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2| SPECIAL

ME]
THERAPIES,
PROGRAMS

Special treatments, therapes rBmS received of scheduled during the
LﬁT?mYStmmlmmﬁmM?mJWsmw
the regquired schedule, includes services received in the home or on an
ool Basis,

mapﬁ:am samm adherence

Frmtaa'hw mma:mvs P2aa)
-m-m Oocupational herapy
&, Omygen p. Physical therapy

PROGRAMS

b, Respirator for assistve
breathing

5. LSTOFALL
IMEDICATIONS | last a

I
4 |

M

Ligt prescribed and nongrescribed medications aken in LAST 7 DAYS (of since
&. Name and Dose—Record fw name
b, Form: Code the route of Administration using the: following list

;. Ely‘rnrrmiF:'g]_’
3 inmscderiMg 7

«af the medication and dose ordered.
5. Subcutaneous (SQ) 9. Enteal ube
€. Ractal(A) 10, Other
riravenous (TV) 8. Inhakabon

Nurmber taken—Record the amount of medication administered sach ime
medication {5 given

d. Code the msmber of fmes muorth e medcaiion
-~ ——{q- Dy center e mlsaered-\n'gm gmmw u
€. All other tespiratory treat- r. Dy hospital
mEns a | PRMN. As necessany 50 Five smes:
S I (e S L L] CH. Everyhour Qoo Emm%
t. Physician or dlinic visit CEH. Every two hours W Once each wh
d. Alcoholidrug treatment i = COH Every thige hours 2N Two times every wesk
pen B e GiEobor & Dumeshas
e. Blood ranshesionis} ﬁﬁa‘émm. CBH. Every sighl hours SN Five fimes sech wesk
1. Chemotherspy G0 Once dai B, Six imes each week
WS . Dagmmnnonq &g, BID. Two times daily M Once evary month
g- Dialysis EKG, winary output) i {mrn;;;rawﬁm} E'L Twice every mornth
h. Mintusion-central | b, Nurse monlioring less than Q. Fwﬁrnasdggyw 0. Other
i. IV infusion - paripheral ady
1. Medication by Injection pe. Medical alert braceistor slec- & Name and Dose b.Form c.Numbes d. Freqg.
k. Osiomy care froni securiy alen . Taken
1. Radsion Iy. Skin treatment
im. Tracheosiomy care | [ Specialdst e
THERAPES laa. NOIE OF ABOVE i b
n. Exarcise therapy C.
a. codes:
MENT OF ﬁ &
Ew; nnmml Mmmmwm =
= e :
a Oxygen | c. Catheler g
bV d.Osiomy h.
4 VLI:SIT_?‘I.# Ender 0 # none, if more than $, code 8" i
Dé\’“!ﬁ &, Number of fimes ADMITTED TO HOSPTTAL with an overnaght stey _-
i
SIMCELAST hﬁmdmmDWWMMW ;
& EMERGENT CARE—inciuding unscheduled nursing, physician, or
thempeutic visits 1o office or home
5.| TREATMENT| MtummahwlhawmmhMUSTﬁmdum SECTION R. ASSESSMENT INFORMATION
GOALS | lasl assessmant if lass than 90 days) 1. SIGNATURES OF PEASONS COMPLETING THE ASSESSMENT:
Fre a. Signatureof Assessment Coordinator
EB. UB'EHN.I. s changed significal as compared
mo.sorwuws {orulnremt ""J'E,mmw,
Shiocivoe e axcui b. Titie of Assessmam Coordinator
7. mpg mmmmﬂmwmmm cﬁal'ln:anoladtdh-ﬁ_
purchasing the iolowing: prescribed medications,
mmm&wmamm home care
€. Date Assassmant Coordinator
SECTION Q. MEDICATIONS signed as complate | | ‘_’ J I_I I i ] I
1.|NUMBER OF Hemuhnmnf&iemm and over the Month Day Year
MEDICA- mm].nm'.m hy oF on.an i i
TIONS |inthe LAST 7 :mmmammfr , code 07, & Other Sigraatres Tite: Sectons Cate
2.|RECEIPT OF Ps)ld‘l:llm: nmmmh the LAST 7 DAYS last
PSYCHO- |assesssment) [Note—Review clients medications w\t{n;:;:ml . Lae
TROPIC wﬁﬂbﬂm‘awi 0.No 1.¥es
MEDICATION L oo
8. Antipsychotichneuroieptic & Antidepressant
[— 9. Dt
b Arwiclytic d. Hypnose
3.| MEDICAL | Prysician reviewsd cient's medications as a who in LAST 180 DAYS h. Dete
OVERSIGHT | (of Since st assessment) i
o M%BEWH {or no medication taken) i. Dete
1. No single physician medications
4. COMPLE |Compliantallor mostol ime with medications E?mm physician
ANCE! | (both during and betwean tharapy visits) in i
ADHEREMNC
MEDICA- I:{}umhnmnlirsums
TIONS 2. Compliant less than 80% of time, including fallure io purchase
prescribed medications
3. NOMEDICATIONS PRESCRBED
[J=When bax blank, must enter rumbsr of lefier [, = When letter in b, check If condiion
apphes
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Home and Community-Based Services
FREEDOM OF CHOICE
CONSENT FORM

Applicant Name Social Security Number

| have been fully informed of services available through the Medicaid Home
and Community-Bé-sed Services Waiver Program. | have also been fully
informed of services available in a nursing facility. '

| have been advised that if my needs cannot be adequately and safely met in
the community, | will not be offered waiver services.

| have also been advised that if while on the waiver my condition deteriorates °
to the point thati cannot be maintained safely in the community, waiver
services will be terminated. EheREs -

| have been fully informed that | will be given the opportunity to choose the

provider of service(s) when more than one provider is available to render the
service(s).

After receiving explanations regarding the choices available, | freely choose
to:

___ Receive services through the Medicaid Home and Community-
Based Waiver Program. Services will be provided in the
community setting.

___ Receive services in an institutional setting. Services wiii be
provided in a nursing facility.

___ Receive services in the community through DSPD’s state funded
program if funding is available.

Not receive services at this time.

Comments:

APPLICANT'S SIGNATURE

DATE
CASE MANAGER'’S SIGNATURE DATE
STATE: __UTAH D-9 EFFECTIVE DATE: Julv1.1998

State: Appendix B-7 — Attachment #1: 7
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Appendix C: Participant Services

Appendix C-1: Summary of Services Covered

a. Waiver Services Summary. Appendix C-3 sets forth the specifications for each service that is offered
under this waiver. Complete the following table by listing the services that are furnished under this
waiver. If case management is not a service under the waiver, complete items C-1-b and C-1-c:

Statutory Services

Service Included Ingli)c;ed Alternate Service Title (if any)
Case Management ©) O
Homemaker ©) O
Home Health Aide ©) ©)
Personal Care v ©) Personal Assistance Services
Adult Day Health ©) O
Habilitation ©) O
Residential Habilitation ©) O
Day Habilitation ©) O
Expanded Habilitation Services as provided in 42 CFR §440.180(c):
Prevocational Services ©) ©)
Supported Employment ©) O
Education ©) O
Respite O O
Day Treatment ©) O
Partial Hospitalization ©) O
Psychosocial Rehabilitation O O
Clinic Services O O
Live-in Caregiver ©) O
(42 CFR §441.303(f)(8))
O | Not applicable
v' | As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following
additional services not specified in statute:
a. Personal Emergency Response Systems ( purchase, installation, testing and service fees)
b. Local Area Support Coordination Liaison
C.
State: Appendix C-1: 1
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d
€
f
g
h.
1.

v | Not applicable

O | The following extended State plan services are provided:

a

b.

C.
v The waiver provides for participant direction of services as specified in Appendix E. Indicate
whether the waiver includes the following services to support participant direction of services.

Services in Support of Participant Direction

O | Not applicable

Not
Support Included | Included Alternate Service Title (if any)
Supports for Participant Direction v ©) Consumer Preparation Services
Financial Management Services v ©)
Other Support Service O O
b. Alternate Provision of Case Management Services to Waiver Participants. When case management
is not included as a waiver service, indicate how case management is furnished to waiver participants
(check each that applies):
O | As a Medicaid State plan service under §1915(g)(1) of the Act (Targeted Case Management).
Complete item C-1-c.
v' | As an administrative activity. Complete item C-1-c.
00 | Not applicable — Case management is not furnished as a distinct activity to waiver participants.
c. Delivery of Case Management Services. Specify the entity or entities that conduct case management
on behalf of waiver participants:
Administrative Case Management Services are provided by the Utah licensed registered nurses
employed by the Operating Agency (DSPD)
State:
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Appendix C-2: General Service Specifications

a. Criminal History and/or Background Investigations. Specify State policies concerning the
conducting of criminal history and/or background investigations of individuals who provide waiver
services to participants (select one):

v

Yes. Criminal history and/or background investigations are required. Specify: (a) the types of
positions (e.g., direct support professionals) for whom such investigations must be conducted; (b)
the scope of such investigations (e.g., state or national); and, (c) the State process for ensuring
that mandatory investigations have been conducted. State laws, regulations and policies
referenced in this description are available through the Medicaid or operating agency (if
applicable):

UCA 62-2-120 and R501-14 of the Utah Human Services Administration requires all persons
having direct access to children or vulnerable adults must undergo a criminal history/ background
investigation except in the case where the waiver enrollee has chosen to self-employ a family
member as part of their self directed program. If the person has lived in Utah continuously for 5
years or more a regional check is conducted. For those not having lived in Utah for 5 continuous
years a national check through the FBI is conducted.

O

No. Criminal history/background investigations are not required.

b. Abuse Registry Screening. Specify whether the State requires the screening of individuals who

provide waiver services to participants through a State-maintained abuse registry (select one):

v

Yes. The State maintains an abuse registry and requires the screening of individuals through this
registry. Specify: (a) the entity (entities) responsible for maintaining the abuse registry; (b) the
types of positions for whom abuse registry screenings must be conducted; and, (c) the State
process for ensuring that mandatory screenings have been conducted. State laws, regulations and
policies referenced in this description are available through the Medicaid agency or operating
agency (if applicable):

UCA 62-2-120 and R501-14 of the Utah Human Services Administration requires all persons
having direct access to children or vulnerable adults must undergo an abuse screening except in
the case where the waiver enrollee has chosen to self-employ a family member as part of their self
directed program. The Utah Division of Aging and Adult Services and The Utah Division of Child
and Family Services maintain these abuse registries.

O

No. The State does not conduct abuse registry screening.

c. Services in Facilities Subject to §1616(e) of the Social Security Act. Select one:

v

No. Home and community-based services under this waiver are not provided in facilities subject
to §1616(e) of the Act. Do not complete items c.i — c.ii.

O

Yes. Home and community-based are provided in facilities subject to §1616(e) of the Act. The
standards that apply to each type of facility where waiver services are provided are available
through the Medicaid agency or other operating agency (if applicable). Complete items c.i —c.ii.

i

Types of Facilities Subject to §1616(e). Complete the following table for each type of facility
subject to §1616(e) of the Act:

Waiver Service(s) Facility Capacity
Type of Facility Provided in Facility Limit

State:

Appendix C-2: 1

Effective Date




Appendix C: Participant Services
Draft Application Version 3.1 for Use by States — April 2005

State:

Effective Date

Appendix C-2: 2




Appendix C: Participant Services
Draft Application Version 3.1 for Use by States — April 2005

ii. Larger Facilities: For residential facilities that serve four or more unrelated individuals,
describe how a home and community character is maintained in these settings.

iii. Scope of State Facility Standards. By type of facility listed in item C-2-c-I, specify whether the
State standards address the following topics (check all that apply):

Facility Type | Facility Type | Facility Type | Facility Type

Medication administration

Use of Restrictive Procedures

Incident reporting

Standard
Admission policies O O O O
Physical environment O O O O
Sanitation O O O O
Safety O O O O
Staff : resident ratios O O O O
Staff training and qualifications O O O O
Staff supervision O O O O
Resident rights O O O O
O O O O
O O O O
O O O O
O O O O

Provision of or arrangement for
necessary health services

When facility standards do not address one or more of the topics listed, explain why the standard is
not included or is not relevant to the facility type or population. Explain how the health and
welfare of participants is assured in the standard area:

State: Appendix C-2: 3
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Provision of Services by Individuals Who are Otherwise Legally Responsible to Provide Care. A
legally responsible individual is anyone so defined by State law and typically includes: (a) the parent
(biological or adoptive) of a minor child or the guardian of a minor child with designated
responsibilities to provide care to a minor child who is a waiver participant or (b) the spouse of a waiver
participant. Except in extraordinary circumstances, payment may not be made to a legally responsible
individual for the provision of personal care services that the legally responsible individual would
ordinarily perform or be responsible to perform. When the State makes payment to legally responsible
individuals for furnishing personal care services, it must specify the extraordinary circumstances under

v" | No. The State does not make payment to legally responsible individuals for furnishing personal

O | Yes. The State makes payment to legally responsible individuals for furnishing personal care
services. Specify the services for which such payment may be made, the legally responsible
individual(s) who may furnish such services, State policies that describe the extraordinary
circumstances when such payments may be authorized and the controls that are employed to
ensure that payments are made only for services rendered:

Additional State Policies Concerning Waiver Services Furnished by Family Members. Specify any
additional State policies concerning making payment to family members for the provision of waiver
services over and above the policies addressed in Item C-2-d. Select one:

O | The State does not make payment to family members for furnishing waiver services.

O | The State makes payment to family members under exceptional circumstances. Specify the
exceptional circumstances and the waiver services for which payment may be made to family
members, including the types of family members to which payment may be made.

v" | Family members may be paid for providing waiver services whenever the family member is

Open Enrollment of Providers. Specify the processes that are employed to assure that all willing and
qualified providers have the opportunity to enroll as waiver service providers:

The Utah Department of Health will enter into a provider agreement with all willing providers who are
selected by recipients and meet licensure, certification and/or other competency requirements.

The Utah Department of Human Services in conjunction with the Bureau of Contract Management
will issue a Request for Proposal (RFP) for the purpose of entering into a contract with qualified

The RFP is posted on the Department of Human Services website and will remain open until the
closing date specified in the request. The request includes service requirements and expectations. A
review committee evaluates the proposals against the criteria contained in the RFP and selects those

d.
which such payments are made. Select one:
care services.
e.
qualified to provide service.
O | Other policy. Specify:
f.
individuals and public or private non-profit organizations.
who meet the qualifications.
State:
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Participants utilizing the self administered services model conduct independent recruitment activities.

State:
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Appendix C-3: Waiver Services Specifications

For each service listed in Appendix C-1, provide the information specified below. State laws, regulations
and policies referenced in the specification are readily available through the Medicaid agency or other
operating agency (if applicable).

Service Title: Local Area Support Coordination Liaison

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one:

v Service is included in current waiver. There is no change in service specifications.

O Service is included in current waiver. The service specifications have been modified.

@) Service is not included in the current waiver.

Service Definition:

This service involves: (a) assisting a waiver recipient to identify local area waiver services providers,
community based resources, natural supports and to make informed choices when multiple options are
available to fulfill the individual’s plan of care; (b) establishing a periodic liaison schedule with the recipient
as part of the individualized care plan based on assessed need for ongoing localized support; (c) providing the
State Administrative RN Case Manager with routine recipient status updates on a periodic basis and
immediate notification in the event of substantial changes in the recipient’s health, safety, local waiver
program environment, or requests for changes in recipient services; and (d) participating in quality assurance
evaluations of local waiver services, community based resources, natural supports and the waiver program as
a whole, as it pertains to the local area.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Limits on the amount, frequency and/or duration are specified on the individual’s plan of care and based on
assessed need.

Provider v | Individual. List types: v | Agency. List the types of agencies:
Category(s) el e e ke pemdentt Lo Clai
(check one or borh): | Mdividual Medicaid provider ndependent Living Centers

contracted to provide Local Area
Support Coordination Liaison.

Provider Qualifications (Provide the following information for each type of provider):

Provider Type: License (specify) | Certificate (specify) Other Standard (specify)

Under state contract with DSPD as an
authorized provider of services and
supports to people with disabilities in
accordance with 62A-5-103, UCA

An organization structured as an
Independent Living Center consistent
with definitions and standards set forth in
29 USC Sec. 796a thru 796f.

Provider Type: Entity Responsible: Frequency

State: Appendix C-3: 1
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Verification of
Provider
Qualifications

Provider Type:

Entity Responsible:

Frequency

Local Area Support
Coordination Liaison

DSPD

Annually

Service Delivery Method | v | Participant-directed as specified in Appendix E

(check each that applies):

Provider managed

State:
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Service Title: Consumer Preparation Services

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one:

v Service is included in current waiver. There is no change in service specifications.
©) Service is included in current waiver. The service specifications have been modified.
©) Service is not included in the current waiver.

Service Definition:

This service is designed to ensure that waiver recipients are prepared to supervise and direct their personal
assistance provider services. Consumer Preparation Services includes: (a) instruction in methods of
identifying need and effectively communicating those needs to service providers; (b) instruction in
management of personal attendant(s) including interviewing, selecting, scheduling, termination, time
sheeting, evaluating performance, back up coverage; (c) instruction in addressing problems such as changing
levels of personal needs, grievance procedures, emergency coverage, exploitation and abuse. Consumer
Preparation Services do not include educational, vocational or prevocational components.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Limits on the amount, frequency and/or duration are specified on the individual’s plan of care and based on
assessed need.

Provider v | Individual. List types: v | Agency. List the types of agencies:

Category(s)

(check one or both): Individuals holding a valid Division | Independent Living Centers

of Services for People with
Disabilities state qualified provider
contract and have entered into a
Medicaid Provider Agreement with
the State Medicaid Agency.

Provider Qualifications (Provide the following information for each type of provider):

Provider Type: License (specify) | Certificate (specify) Other Standard (specify)

An organization structured as an
Independent Living Center consistent
with definitions and standards set forth in
29 USC Sec. 796a thru 796f.

Verification of Provider Type: Entity Responsible: Frequency
P r0V1.der . Consumer Preparation | DSPD Annually
Qualifications

Service Delivery Method | v | Participant-directed as specified in Appendix E v" | Provider managed
(check each that applies):

State: Appendix C-3: 3
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Service Title: Personal Assistance Services

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one:

v Service is included in current waiver. There is no change in service specifications.

O Service is included in current waiver. The service specifications have been modified.

@) Service is not included in the current waiver.

Service Definition:

Personal Assistance Services are essential to help the waiver recipient achieve maximum independence and
may vary depending on the needs of the individual and daily schedule. Services may include: (a) hands-on
care of both a medical and non-medical supportive nature, specific to the needs of a medically stable,
physically handicapped individual. Skilled medical care and health maintenance may be provided only as
permitted by State law and certified by the recipient’s physician; (b) housekeeping, chore services and other
reasonable and necessary activities which are incidental to the performance of the recipient’s care may also be
furnished as part of this service when agreed upon by the recipient, personal attendant and the case manager,
as outlined in the plan of care.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Limits on the amount, frequency and/or duration are specified on the individual’s plan of care and based on
assessed need.

Provider v | Individual. List types: O | Agency. List the types of agencies:

Category(s)

(check one or both): Qualified individual selected by the

recipient and has a joint DSPD
contract/Medicaid Provider
Agreement

Provider Qualifications (Provide the following information for each type of provider):

Provider Type: License (specify) | Certificate (specify) Other Standard (specify)
Personal Home Health Aide be at least 18 years of age;
Attendant Certificate of have a Social Security Number and
Completion provide verification of such;
(R432-700-22) agree to have a Criminal Background
Check;

have the ability to read, understand and
carry out written and verbal instructions,
write simple clinical notes and record
messages;

be trained in First Aid;

be oriented and trained in all aspects of
care to be provided to the recipient,
including medical care and health
maintenance;

be able to demonstrate competency in all
areas of responsibility.
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Verification of Provider Type: Entity Responsible: Frequency

P r0V1.der . Personal Attendant DSPD/Waiver Recipient Prior to the

Qualifications delivery of
Medicaid Personal
Assistance
Services

Service Delivery Method | v | Participant-directed as specified in Appendix E | O | Provider managed
(check each that applies):

Service Title: Personal Emergency Response Systems (PERS)

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one:

v Service is included in current waiver. There is no change in service specifications.

O Service is included in current waiver. The service specifications have been modified.

@) Service is not included in the current waiver.

Service Definition:

This is an electronic device that enables certain individuals at high risk of institutionalization to secure help in
the event of an emergency. The individual may also wear a portable “help” button to allow for mobility.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

PERS services are limited to those individuals who live alone, live with others who are not capable of
responding in an emergency or who are alone for significant parts of the day and have no regular caretaker for
extended periods of time, and who would otherwise require extensive routine supervision.

Provider v | Individual. List types: v | Agency. List the types of agencies:

Category(s) .. . e - .. . e e -

(check one or both): Inleldgals holding a Val.ld Division Indn{lduals holding a yahd .D1V.1s.1(.)n of
of Services for People with Services for People with Disabilities state
Disabilities state qualified provider qualified provider contract and have entered
contract and have entered into a into a Medicaid Provider Agreement with the

Medicaid Provider Agreement with State Medicaid Agency.
the State Medicaid Agency.

Provider Qualifications (Provide the following information for each type of provider):

State: Appendix C-3: 6
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Provider Type:

License (specify)

Certificate (specify)

Other Standard (specify)

PERS

Current business
license

FCC registration of
equipment placed in
the home.

Verification of
Provider
Qualifications

Provider Type:

Entity Responsible:

Frequency

PERS

DSPD

Annually

Service Delivery Method | v
(check each that applies):

Participant-directed as specified in Appendix E | v/

Provider managed

Service Title:

Financial Management Services

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one:

©) Service is included in current waiver. There is no change in service specifications.
©) Service is included in current waiver. The service specifications have been modified.
v Service is not included in the current waiver.

Service Definition:

This service is offered in support of the self-administered services delivery system. Services
rendered under this definition include those to facilitate the employment of personal
attendants or assistants by the individual or designated representative including: (a) provider
qualification verification, (b) employer-related activities including federal, state, and local tax
withholding/payments, unemployment compensation fees, wage settlements, fiscal
accounting and expenditure reports, (¢) Medicaid claims processing and reimbursement
distribution, and (d) providing monthly accounting and expense reports to the consumer.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Provider

Category(s)
(check one or both):

O | Individual. List types: v

Agency. List the types of agencies:

Provider Qualifications (Provide the following information for each type of provider):

Provider Type: License (specify) | Certificate (specify) Other Standard (specify)
Fiscal Certified Public Certified by DSPD as | Under state contract with DSPD as an
Management Accountant an authorized authorized provider of services and
State:

Effective Date
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Agency Section 58-26A, | provider of services | supports to people with disabilities in
UCA, and R156- | and supports to accordance with 62A-5-103, UCA
26A, UAC people with

disabilities in
accordance with
62A-5-103, UCA

Verification of Provider Type: Entity Responsible: Frequency

Provider FMS DSPD Annually

Qualifications

Service Delivery Method | [
(check each that applies):

Participant-directed as specified in Appendix E

Provider managed

State:

Effective Date
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Appendix C-4: Additional Limits on Amount of Waiver Services

Additional Limits on Amount of Waiver Services. Indicate whether the waiver employs any of the
following additional limits on the amount of waiver services (check each that applies):

O

Limit(s) on Set(s) of Services. There is a limit on the maximum dollar amount of waiver services
that 1s authorized for one or more sets of services offered under the waiver. The limit or limits are
specified in item C-4-a below.

Prospective Individual Budget Amount. There is a limit on the maximum dollar amount of waiver
services authorized for each participant. The limit is based on the assignment of a prospective
individual budget amount through the process that is specified in item C-4-b below.

Budget Limits by Level. Based on an assessment process, participants are assigned to funding
levels or tiers that are subject to a limit on the maximum dollar amount of waiver services. The
process for assigning individuals to tiers or levels is specified in item C-4-c below.

Other Limit. Limits on the amount of waiver services are determined through an alternate process
that is specified in item C-4-d below.

Not applicable.

C.

Limit(s) on Set(s) of Waiver Services. Specify the limit(s) on set(s) of services in the waiver and the
policies that apply to the application of such limit(s):

Prospective Individual Budget Amount. Specify the process that the State employs to assign a
prospective individual budget amount to a participant and the policies that apply to the application of the

limit:

Utilizing the score derived from the Personal Assistance Critical Needs Assessment, the nurse case
manager estimates the individual’s prospective budget amount. During the annual service planning
process, the participant’s needs and available services are discussed with the individual. An
individualized waiver services budget is agreed upon. The participant decides how the funds should be
allocated among the waiver services.

If at any time the individual’s service needs change or a health and safety issue arises, the participant
contacts their case manager regarding these changes. If the participant requests an increase in their
services they may petition in writing for a change. The administrative case manager will complete a
new MDS-HC, Critical Needs Assessment and review the present care plan. These documents are
presented to The DSPD Associate Director for review.

If additional funding is approved, the case manager notifies the participant; changes are made to the
individual’s service plan and the funding allocation plan to reflect the increase in funding. If the
request is denied, the individual receives a Notice of Agency Action and information relating to their
hearing rights.

Budget Limits by Level of Support. Specify the process that the State employs to assign participants

to a funding level or tier and the policies that apply to the application of the budget limit:

State:
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d. Other Limit. Describe how the State establishes its limit and the policies that apply to the application
of the limit:

State: Appendix C-4: 2
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Appendix D: Participant-Centered Planning

and Service Delivery

Appendix D-1: Service Plan Development

State Participant-Centered Service Plan Title:

a. Responsibility for Service Plan Development. Per 42 CFR §441.301(b)(2), specify who is
responsible for the development of the service plan and the qualifications of these individuals (check
each that applies):

O | Registered nurse, licensed to practice in the State

Licensed practical or vocational nurse, acting within the scope of practice under State law
Licensed physician (M.D. or D.O)
Case Manager (qualifications specified in Appendix C-3)

ao|sjo|d

Case Manager (qualifications not specified in Appendix C-3). Specify qualifications:

O | Social Worker. Specify qualifications:

v | Other (specify the individuals and their qualifications):
The waiver recipient.

b. Service Plan Development Safeguards. Select one:

v" | Entities and/or individuals that have responsibility for service plan development may not
provide other direct waiver services to the participant.

O | Entities and/or individuals that have responsibility for service plan development may provide
other direct waiver services to the participant. The State has established the following
safeguards to address the potential problems that may arise in this circumstance. Specify:

c. Supporting the Participant in Service Plan Development. Specify: (a) the supports and
information that are available to the participant (and/or family or legal representative, as appropriate)
to direct and be actively engaged in the service plan development process and (b) the participant’s
authority to determine who is included in the process.

Local Area Support Coordinator Liaison services provide the participant and/or family, legal
representative with knowledge to identify the local community resources, available local waiver
service providers and natural supports in order for the participant to make informed choices when
multiple service options are available to fulfill the individualized care plan. Consumer Preparation
services provide training to the participants to ensure they are prepared to recruit, supervise and
direct their own personal assistance services to fulfill the individualized care plan.

The plan of care is developed by the recipient in consultation with the administrative case manager

State: Appendix D-1: 1
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and others as necessary and appropriate. The participant has the authority to specify who
participates in their care planning process.

State:
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d. Service Plan Development Process and Scope. The service plan contains: (a) the waiver services
that are furnished to the participant, their projected frequency and the type of provider who furnishes
each service and (b) the other services (regardless of funding source, including State plan services)
and informal supports that complement waiver services in meeting the needs of the participant.
Specify the process that is employed to develop the service plan and the scope of the plan. State
laws, regulations, and policies cited that affect the service plan development process are available
through the Medicaid agency or other operating agency (if applicable):

Based upon the standard comprehensive assessment process, the type of services and supports the
participant needs to prevent institutionalization and assure his/her safety at home and/or a
community-based setting are identified. The participant, in consultation with the administrative
case manager, a plan of care is developed specifying the array of waiver and non-waiver services to
be provided, and for each specified waiver service, the frequency, duration and provider of choice
is identified.

e. Informed Choice of Providers. Describe how participants are assisted in obtaining information
about and selecting from among qualified providers of the waiver services in the service plan.

During the preparation of the written care plan the participant will be informed in writing by the
administrative case manager of waiver service options available to address the identified needs and
expectations of the participant. Provider options are made available for each selected waiver
service.

The individual will be given a choice of all waiver services and waiver service providers. The
participant selects the service(s) and provider(s) of their choice(s) and it is listed on their plan of
care.

f. Process for Making Service Plan Subject to the Approval of the Medicaid Agency. Describe the
process by which the service plan is made subject to the approval of the Medicaid agency in
accordance with 42 CFR §441.301(b)(1)(1).

The State Medicaid Agency retains the final authority for oversight of the care plan process. The
oversight function involves an annual review of care plans for a sample of waiver participants
representative of the caseload distribution across the program. In the event the sampling identifies
potential systemic problems with plans of care, an expanded review would be initiated by the State
Medicaid Agency.

g. Service Plan Review and Update. The service plan is subject to at least annual periodic review and
update to assess the appropriateness and adequacy of the services as needs change. Specify the
minimum schedule for the review and update of the service plan:

O | Every three months or more frequently when necessary
O | Every six months or more frequently when necessary
O | Every twelve months or more frequently when necessary
v" | Other schedule (specify):
State: Appendix D-1: 3
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The plan of care will be reviewed as frequently as necessary, with a formal review at least
every 12 months, completed during the calendar month in which it is due. Should the recipient
experience a significant change in his/her health status, the administrative case manager will
initiate a review of the recipient’s plan of care to assure appropriate services are defined to
meet the recipient’s care needs. The plan of care revisions will be completed in a time frame
consistent with the nature of the change in status, but in no case will the time frame exceed 14
days from the date the administrative case manager was notified of the change in status. If the
recipient was in an acute care facility, the plan of care will be reviewed within 7 days from the
date the administrative case manager was notified that the recipient returned to his/her place of
residence.

h. Maintenance of Service Plan Forms. Written copies or electronic facsimiles of service plans are
maintained for a minimum period of 3 years as required by 45 CFR §74.53. Service plans are
maintained by the following (check each that applies):

O | Medicaid agency

v" | Operating agency

O | Case manager

v | Other (specify):
The recipient

i.  Fair Hearing. As specified in Appendix F, the State provides the opportunity for a Fair Hearing
under 42 CFR Part 431, subpart E, to individuals who are denied the service(s) of their choice or
provider(s) of their choice.

State:
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Appendix D-2: Service Plan Implementation and Monitoring

a.

Service Plan Implementation and Monitoring. Specify: (a) the entity (entities) responsible for
monitoring service plan implementation and participant health and welfare; (b) the monitoring and
follow-up method(s) that are used; and, (c) the frequency with which monitoring is performed.

This waiver maintains a consumer driven focus, as such the consumer has a responsibility to identify
areas of concern, and report problems to his/her administrative case manager. A minimum of
annually, the administrative case manager and consumer have a face-to-face visit. Additional contacts
take place by phone on an as-needed basis.

The operating agency (DSPD) is responsible for designing and implementing a quality management
program. This program includes procedures for overseeing the performance of the needs assessment
process, service plan development and implementation process.

DSPD is responsible to organize the content and timeframes of its quality assurance program. Program
performance reviews are to be done by DSPD staff who are not responsible for service planning and
delivery to assess the accuracy and effectiveness of the link between the determination of need, the
service plan, the implementation of case management services and the ongoing evaluation of progress
towards the individual’s stated goals.

At a minimum, an annual review will be conducted by DSPD utilizing an adequate sample to evaluate
program performance.

All plans of care are subject to annual and periodic post-payment review and approval by the SMA. A
sample of care plans will be reviewed each waiver year. Significant findings from those reviews will
be reported to the operating agency. The operating agency will develop a plan of correction with
specific timeframes for completion. The SMA will conduct follow-up reviews to ensure the plan of
correction is implemented and sustained.

b. Monitoring Safeguards. Select one:

v" | Entities and/or individuals that have responsibility to monitor service plan implementation and
participant health and welfare may not provide other direct waiver services to the participant.

O | Entities and/or individuals that have responsibility to monitor service plan implementation and
participant health and welfare may provide other direct waiver services to the participant. The
State has established the following safeguards to address the potential problems that may arise in
this circumstance. Specify:

State:
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Appendix E: Participant Direction of Services

[NOTE: Complete Appendix E only when the waiver provides for one or both of the participant direction
opportunities specified below.]

CMS urges states to afford all waiver participants the opportunity to direct their services. Participant
direction of services includes the participant exercising decision-making authority over workers who
provide services, a participant-managed budget or both. CMS will confer the Independence Plus
designation when the waiver evidences an especially strong commitment to participant direction.
Indicate whether this waiver should be considered for Independence Plus designation (select one):

O | Yes. The State wants this waiver to be considered for Independence Plus designation.

v No. Independence Plus designation is not requested.

Appendix E-1: Overview

a. Description of Participant Direction. In no more than two pages, provide an overview of the
opportunities for participant direction that are included in the waiver, including: (a) the nature of the
opportunities afforded to participants; (b) how participants may take advantage of these opportunities;
(c) the entities that are involved in supporting individuals who direct their services; and, (d) other
relevant information about the waiver’s approach to participant direction.

Self-Administered Services means service delivery that is provided through a non-agency based
provider. Under this method, individuals hire individual employees to perform personal assistance
waiver services. The individual is then responsible to assure employee qualifications, hire, supervise,
train, schedule, assure time sheet accuracy, etc. of the employee(s).

The self administered services method requires the use of a Financial Management Service to assist
with managing employer-related financial responsibilities associated with self administered services.

The waiver participant has access to Consumer Preparation and Local Area Support Liaison services
which provide the knowledge base for the individual to successfully direct their personal attendant
services in their local area.

The participant has budget authority as it pertains to their personal assistance staff. The recipient
decides how many employees they can afford to hire within the overall budgeted amount, the wages to
be paid and the amount of hours worked. They are responsible to review all employee’s timesheets for
accuracy and submit them to the FMS agent for payment. The FMS agent sends the employer
information after each pay period detailing what was paid and the amount remaining in their budget.

b. Participant-Direction Opportunities. Specify the participant-direction opportunities that are available
in the waiver. Select one:

O | Participant — Employer Authority. As specified in Appendix E-2, Item a, the participant (or
the participant’s representative) has decision-making authority over the workers who provide
waiver services. FEither the participant or an agency may function as the common law
employer. Supports and protections are available for participants who exercise this authority.

O | Participant — Budget Authority. As specified in Appendix E-2, Item b, the participant (or
the participant’s representative) has decision-making authority over a budget for waiver
services. Supports and protections are available for participants who have authority over a

State:
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budget.

v Both Authorities. The waiver provides both participant-direction opportunities as specified in
Appendix E-2. Supports and protections are available for participants who exercise these

Availability of Participant Direction by Type of Living Arrangement. Check each that applies:

v" | Participant direction opportunities are available to participants who live in their own personal

O | Participant direction opportunities are available to individuals who reside in other living
arrangements where fewer than four unrelated persons reside.

O | The participant direction opportunities are available to persons in the following other participant

Election of Participant-Direction. Election of participant-direction is subject to the following policy

v" | The waiver serves only participants who direct their services.

O | Every participant (or the participant’s representative) whose service plan includes participant-
directed services may elect to direct some or all of their services as provided in the waiver.
Alternate service delivery methods are available for participants who decide not to direct their

O | Participant direction opportunities are available only to participants whose service plan
includes participant-directed services, elect to direct some or all their services and meet the
following additional criteria specified by the State. Specify the other criteria:

Information Furnished to Participant. Specify: (a) the information about the participant direction
opportunities (e.g., the benefits of participant-direction, participant responsibilities, and potential
liabilities) that is provided to the participant (or the participant’s representative) to inform decision-
making concerning electing participant direction; (b) the entity or entities responsible for furnishing this
information; and, (c) how and when this information is provided.

During the eligibility and enrollment process, the operating agency provides the individual with an
orientation, including written materials, describing the self-administered services method. At that time
it is explained to the individual that the personal assistance services component of the waiver utilizes
the self-administered services model, the mandatory use of a qualified FMS agent, and the

Participant Direction by a Representative. Specify the State’s policy concerning participant direction

O | The State does not provide for the direction of waiver services by a representative.

v" | The State provides for the direction of waiver services by representatives. Specify the
representatives who may direct waiver services: (check each that applies):

authorities.
c.
home or the home of a family member.
living arrangements (specify):
d.
(select one):
services.
e.
responsibilities of becoming an employer.
f.
by a representative (select one):
State:
Effective Date
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g. Participant-Directed Services.

O Waiver services may be directed by legal representatives.

v Waiver services may be directed by an individual appointed by an adult participant.

appointed representatives:

Specify policies that apply regarding the direction of waiver services by participant-

decisions on the individual’s behalf.

Individual’s possessing decision making capability, but having communication deficits
or Limited English Proficiency (LEP) may select a representative to communicate

Specify the participant-direction opportunity (or opportunities)

available for each waiver participant-directed service specified in Appendix C-3. (Check the
opportunity or opportunities applicable for each service):

h. Financial Management Services.

Waiver Service Authority | Authority
PERS O O
Local Area Support Coordination Liaison O O
Consumer Preparation O O
Personal Attendant Services v v
FMS O v
O O

When the participant directs that payments be made directly to

waiver providers, the State or another third-party entity must perform necessary financial transactions

on behalf of the participant.

participant-direction, the State may not limit their availability. Select one:

Since financial management services are mandatory and integral to

v

Financial Management Services are furnished through a third party entity. (complete item E-1-h).
Specify whether public or private entities furnish these services. Select one:

O Governmental entities

v" | Private entities

O

Financial Management Services are not furnished. Payments for waiver services are not made on
behalf of the participant. Standard payment mechanisms are used. Do not complete Item E-1-h.

i.  Provision of Financial Management Services.
furnished as a waiver service or as an administrative activity. Select one:

Financial management services (FMS) may be

v

FMS are covered as the waiver service entitled

in Appendix C-3.

Financial Management Services

O

Financial Management Services are provided as an administrative activity. Provide the

following information:

i. | Specify the types of entities that furnish financial management services and the method

of procuring these services:

ii. | Describe the scope of the services and participant supports that Financial Management

Services entities provide (check each that applies):

State:
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Pay workers when the participant is the employer of record

Pay for waiver goods and services

Enter into provider agreements on behalf of Medicaid agency

Assure adherence to Federal and state laws and regulations (e.g., Labor, IRS)

ojo|oo|o

Other services and supports (specify):

iii. | Specify the methods that are employed to (a) monitor and assess the performance of
Financial Management Services entities, including ensuring the integrity of the financial
transactions that they perform and (b) the entity (entities) responsible for such monitoring.

State:
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j- Additional Supports for Participant Direction. In addition to financial management services,
participant direction is facilitated when additional supports are available to assist participants in
managing their services. These supports may be furnished by one or more entities, provided that there is
no duplication. Indicate how supports for participant direction supports are provided (check each that

applies):

O

Case Management Activity. Some supports for participant directed are furnished as a case
management activity by the individuals or entities specified in Appendix C. Specify in detail the
supports for participant direction furnished through case management:

Waiver Service Coverage. Some or all supports are provided through the waiver service

coverage (e.g., supports brokerage) in Appendix C-3 entitled | Consumer Preparation Services

Administrative Activity. Some or all supports for participant direction are furnished as an
administrative activity. Specify the types of entities that furnish supports as an administrative
activity and how services are procured, describe in detail the supports that they furnish, and the
methods of evaluating performance of these entities:

Case Management

k. Involuntary Termination of Participant Direction. Specify the circumstances when the State will
involuntarily terminate a participant’s use of a participant direction opportunity and require the use of
alternative service delivery methods, including how continuity of services and participant health and
welfare is assured during the transition.

their

plan

The Physical Disabilities Waiver supports only those individuals who are capable of directing

nature and involve circumstances that are specific to the individual involved. Examples of
this type of disenrollment include the waiver participants no longer meets the corresponding
institutional level of care requirements, the participants health and safety needs cannot be met
by the current program’s services and supports, or the participant has demonstrated non-
compliance with the agreed upon care plan and is unwilling to negotiate an individual support

own services. Special circumstance disenrollments are cases that are non-routine in

that meets minimal safety standards.

Special circumstance disenrollments require review and authorization prior to
disenrollment to facilitate:

a. Appropriate movement amongst programs;

b. Effective utilization of program potential;

C. Effective discharge and transition planning;

d. Provision of information, affording participants the opportunity

to exercise all rights; and
e. Program quality assurance/quality improvement measures.

The special circumstance disenrollment review process will consist of the following

State:
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activities:

a. The waiver support coordination agency recommending
disenrollment will compile information to articulate the
disenrollment rationale.

b. The waiver support coordination agency will then submit the
information to the state-level program management staff for
their review of the documentation of support coordination
activities and of the disenrollment recommendation.

c. If state-level program management staff concurs with the
support coordination recommendation, the case will be
forwarded to the DHCF for a final decision.

d. The DHCF will review and assure the available array of
Medicaid waiver and non-waiver services, and other available
resources have been fully utilized to meet the individual’s
health and safety needs.

e. The DHCF will facilitate case staffing meetings with
appropriate parties, as needed, to complete the review and make
an appropriate final decision on the proposed disenrollment.

f. The DHCF final disenrollment decision will be communicated
to both the support coordination agency and the state-level
program management staff in writing.

If the disenrollment is approved, the waiver support coordination agency will provide
to the individual the required written notification of agency action and right to fair
hearing information.

The support coordination agency will initiate discharge-planning activities sufficient
to assure a smooth transition to an alternate Medicaid program or to other services.

. Voluntary Termination of Participant Direction. Describe how the State accommodates a
participant who voluntarily terminates participant direction in order to receive services through an
alternate service delivery method, including how the State assures continuity of services and
participant health and welfare during the transition from participant direction:

The Physical Disabilities Waiver supports only those individuals that are capable of self-
directing their own services. The Division of Health Care Financing (DHCF) in partnership

with the Division of Services for People with Disabilities (DSPD) will compile information

State:
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on voluntary disenrollments, and routine involuntary disenrollments.

1. Voluntary disenrollments are cases in which participants choose to initiate
disenrollment from the waiver. These cases require written notification to the
Division of Health Care Financing by the Division of Services for People with
Disabilities within 30 days from date of disenrollment. The Division of
Services for People with Disabilities will maintain documentation detailing the
discharge planning activities completed with the waiver enrollee as part of the
disenrollment process.

2. Pre-Approved involuntary disenrollments are cases in which participants are
involuntarily disenrolled from a home and community based waiver program
for any one or more of the specific reasons listed below:

a. Participant death;

b. Participant no longer meets financial requirement for Medicaid
program eligibility;

c. Participant has moved out of the State of Utah; or

d. Participant whereabouts are unknown.

Pre-Approved involuntary disenrollments require written notification to the Division of
Health Care Financing by the Division of Services for People with Disabilities within 30 days
from date of disenrollment. No Division of Health Care Financing prior review or approval
of the decision to disenroll is required. The Division of Services for People with Disabilities
will maintain documentation detailing the discharge planning activities completed with the
waiver enrollee as part of the disenrollment process.

m. Estimated Utilization of Participant-Direction Opportunities. In the following table, estimate for
the final year that the waiver will be in effect the unduplicated number of participants who are expected
to utilize each applicable participant-direction opportunity and the percentage this number represents of
the total number of waiver participants.

Table E-1-1
. Budget Authority/ Budget
Employer Authority + Employer Authority

Number of % of All Number of | % of All
Participants | Participants | Participants | Participants

135 100 135 100

State:
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Appendix E-2: Opportunities for Participant-Direction

a. Participant — Employer Authority

i.  Participant Employer Status. Specify the participant’s employer status under the waiver. Check
each that applies:

O | Participant/Co-Employer. The participant (or the participant’s representative) functions
as the co-employer (employer of fact) of workers who provide waiver services. An
agency is the common law employer (employer of record) of participant-selected staff
and performs necessary payroll and human resources functions. Supports are available to
assist the participant in conducting employer-related functions. Specify the types of
agencies (a.k.a., “agencies with choice”) that serve as co-employers of participant-
selected staff:

v Participant/Common Law Employer. The participant (or the participant’s
representative) is the common law employer (employer of record) of workers who
provide waiver services. An IRS-Approved Fiscal/Employer Agent serves as the
participant’s agent in conducting payroll and other employer responsibilities that are
required by Federal and State law. Supports are available to assist the participant in
conducting employer-related functions.

ii. Participant Decision Making Authority. The participant (or the participant’s representative) has
decision making authority over workers who provide waiver services. Check the decision making
authorities that participants exercise:

v" | Recruit staff

Refer staff to agency for hiring (co-employer)

Select staff from worker registry

Hire staff

Refer staff to employer agent

Verify staff qualifications

S8 opsials

Obtain criminal history and/or background investigation of staff. Specify the state’s
policies regarding how the costs of such investigations are addressed:

The operating agency (DSPD) is responsible to pay any fees associated with background
investigations.

<

Specify additional staff qualifications based on participant needs and preferences so long
as such qualifications are consistent with the qualifications specified in Appendix C-3.

Determine staff duties consistent with the service specifications in Appendix C-3.

Determine staff wages and benefits

Schedule staff

Instruct and train staff in duties

Supervise staff

AN NI NI NI NI AN

Evaluate staff performance

State: Appendix E-2: 1
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Verify time worked by staff and approve time sheets

Discharge staff or notify the co-employer of the need for substitute staff

Other (specify):

State:
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b. Participant — Budget Authority

i

ii.

iii.

Participant Decision Making Authority. When the participant has budget authority, indicate the
decision-making authority that the participant may exercise over the budget. Check all that apply:

O Reallocate funds among services included in the budget

Determine the amount paid for services

Substitute service providers

Schedule the provision of services

STSNN S

Specify additional service provider qualifications consistent with the qualifications
specified in Appendix C-3

<

Specify how services are provided, consistent with the service specifications contained
in Appendix C-4

Identify service providers and refer for provider enrollment

Authorize payment for waiver goods and services

Review and approve provider invoices for services rendered

as|als

Other (specify):

Method of Budget Determination. Describe in detail the method(s) that are used to establish the
amount of the budget for waiver goods and services over which the participant has authority,
including how the method makes use of reliable cost estimating information and is applied
consistently to each participant. Information about these budget determination method(s) must be
made publicly available.

Utilizing the score derived from the Personal Assistance Critical Needs Assessment, the
administrative case manager estimates the individual’s prospective budget amount. During the
annual service planning process, the participant’s needs and available services are discussed with
the individual. An individualized waiver services budget is agreed upon. The participant, in
collaboration with the Administrative Case Manager, decides how the funds should be allocated
among the waiver services to assure the health and safety of the participant.

Informing Participant of Budget Amount. Describe the process by which the State informs each
participant of the budget amount and the procedures by which the participant may request an
adjustment in the budget amount. In accordance with the procedures specified in Appendix F, the
participant is offered the opportunity to request a Fair Hearing when the participant’s request for an
adjustment to the budget is denied or the amount of the budget is reduced.

If at any time the individual’s service needs change or a health and safety issue arises, the
participant is responsible to contact their administrative case manager with these changes. If the
participant requests an increase in their services they may petition in writing for a additional
funds. The administrative case manager will complete a new MDS-HC, Critical Needs
Assessment and review the present care plan. These documents are presented to the DSPD
Associate Director for review.

If additional funding is approved, the case manager notifies the participant, changes are made to
the individual’s service plan and the funding allocation plan. If the request is denied, the

State:
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individual receives a Notice of Agency Action and information relating to their hearing rights.

iv. Participant Exercise of Service Plan/Budget Flexibility. Select one:

O | The participant has flexibility to manage the budget and services included in the budget
without modification to the service plan (Complete Item E-2-b-v).

v" | Modifications to the participant budget must be incorporated in the service plan (Do not
complete Item E-2-b-v).

State: Appendix E-2: 4
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Review and Documentation of Budget Changes. Specify the procedures for changing the
distribution of funds in the approved budget and how changes are documented. Specify the
circumstances (if any) when participant-initiated changes to the distribution of funds within the
total authorized budget amount must be reviewed and authorized before they take effect and the

When a participant wants to change the distribution of funds in their budget they contact the
administrative case manager. The participant and the case manager discuss the desired changes
and come to an agreement about the revised budget. The case manager updates the care plan and
the individual’s budget. Copies of both documents are given to the consumer. A copy of the

Expenditure Safeguards. Describe the safeguards that have been established for preventing the
premature depletion of the participant budget or address potential service delivery problems that
may be associated with budget underutilization and the entity (or entities) responsible for ensuring

Each month the administrative case manager reviews the billing statement from the FMS provider
and a monthly budget sheet from the operating agency’s financial analyst. If these documents
reveal over/under utilization the case manager contacts the participant to discuss the reasons why
and revise the budget if necessary. Additionally, a three year trend report is generated for each
participant. The administrative case manager and the participant go over this report annually to
identify trends in utilization/expenditures in order to have the most accurate budget possible.

v.
entity responsible for authorizing such changes.
revised budget is sent to the FMS provider.
vi.
the implementation of these safeguards:
State:
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Appendix F: Participant-Rights

Appendix F-1: Opportunity to Request a Fair Hearing

Opportunity for Fair Hearing. The state provides an opportunity to request a Fair Hearing under

42 CFR Part 431, Subpart E to individuals: (a) who are not given the choice of home and community-
based services as an alternative to the institutional care specified in Item I-F of the request; (b) are
denied the service(s) of their choice or the provider(s) of their choice; or, (c) whose services are denied,
suspended, reduced or terminated.

Method for Offering Opportunity to Request a Fair Hearing. Describe how the individual (or

his/her legal representative) is informed of the opportunity to request a fair hearing under 42 CFR Part
431, Subpart E. State laws, regulations, and policies referenced in the description are available through

DIVISION OF SERVICES FOR PEOPLE WITH DISABILITIES

An individual and the individual’s legal representative will receive a written
Notice of Agency Action from the waiver support coordinator if the individual
is not given the choice of home and community-based services or institutional
care, or who is denied the waiver service(s) of their choice, or the provider(s)
of their choice, or who is found ineligible for the waiver program.

The Notice of Agency Action delineates the individual’s right to appeal the
decision. The individual is encouraged to utilize an informal dispute resolution
process to expedite equitable solutions, but may forgo or interrupt the available
informal resolution process at any time by completing a request for hearing
(Form 490S) and directing the request be sent to the Department of Health,
Division of Health Care Financing for a formal hearing and determination.

The waiver care plan serves as the formal document identifying services that
the waiver enrollee receives based on the comprehensive needs assessment. At
the time a substantial change in a waiver enrollee’s condition results in a
change in the person’s assessed needs, the individual support plan is revised to
reflect the types and levels of service necessary to address the current needs. If
the revisions to the individual support plan result in termination of a covered
waiver service, reduction in the waiver services being received, or denial of
services that the individual feels are necessary to prevent institutionalization,
the individual or legal representative has the right to appeal the decision to
revise the individual support plan. The individual is encouraged to utilize an
informal dispute resolution process to expedite equitable solutions, but may
forgo or interrupt the available informal resolution process at any time by
completing a request for hearing (Form 490S) and directing the request be sent
to the Department of Health, Division of Health Care Financing for a formal

b.
the operating or Medicaid agency.
1.
hearing and determination.
2. SINGLE STATE AGENCY
State:
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The State Medicaid Agency provides individuals applying for or receiving
waiver services an opportunity for a hearing upon written request (see A.1.
above), if they are:

a. Not given the choice of institutional (NF) care or community-
based (waiver) services;

b. Denied the waiver provider(s) of their choice if more than one
provider is available to render the service(s);

C. Denied access to waiver services identified as necessary to
prevent institutionalization; or

d. Experience a reduction, suspension, or termination in waiver
services identified as necessary to prevent institutionalization.

It is the policy and preference of the single State agency to resolve disputes at
the lowest level through open discussion and negotiation between the involved
parties.

State:
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Advance Notice

1.

DIVISION OF HEALTH CARE FINANCING

e o

Request for Formal Hearing

1.

ADMINISTRATIVE HEARING PROCEDURES

All hearings before the Division of Health Care Financing except as otherwise set forth shall
be conducted as a formal hearing.

Each individual who is affected by an adverse action taken by DHCF or its
administrative Fiscal Agent will be given advance notice of such action:

A notice must contain;

A statement of the action DHCEF or its administrative Fiscal
Agent intends to take;

The date the intended action takes effect;

The reasons for the intended action;

The aggrieved person’s right to request a formal hearing before
DHCEF, when applicable, and the method by which such hearing
may be obtained from DHCEF;

A statement that the aggrieved person may represent himself or
use legal counsel, relative, friend, or other spokesman at the
formal hearing; and,

An explanation of the circumstances under which Medicaid
coverage or reimbursement will be continued if a formal
hearing is timely requested.

DHCF will mail an advance notice at least ten calendar days
before the date of the intended action.

An aggrieved Medicaid applicant/recipient/provider may request a formal
hearing within 30 calendar days from the date written notice is issued or
mailed, whichever is later, by DHCF of an action or inaction.

Failure to submit a timely request for a formal hearing will constitute a waiver
of'a person’s formal hearing or pre-hearing rights. A request for a hearing
shall be in writing, shall be dated, and shall explain the reasons for which the
hearing is requested.

The address for submitting a “Request for Hearing/Agency Action” is as
follows:

Utah Department of Health
Division of Health Care Financing

Director’s Office/ Formal Hearings

P.O. Box 31431
Salt Lake City, UT 84131-9988

State:
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Reinstatement/Continuation of Services

1. DHCEF may reinstate services for recipients or suspend any adverse action for
recipients/providers if an aggrieved person requests a formal hearing not more
than ten (10) calendar days after the date of action.

2. DHCF must reinstate or continue services for recipients or suspend adverse
actions for providers until a decision is rendered after a formal hearing if:

a. Adverse action is taken without giving the ten-day advanced
mailed notice to a recipient/provider in all circumstances where
such advance notice is required;

b. In those circumstances where advance notice is not required, the
aggrieved person requests a formal hearing within ten calendar
days following the date the adverse action notice is mailed; or

C. DHCEF determines that the action resulted from other than the
application of federal or state law or policy.

c. Notice(s). Appendix #1 to Appendix F-2 contains the notice(s) that are used to offer individuals the
opportunity for a Fair Hearing.

State: Appendix F-1: 4
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Appendix F-2: Additional Dispute Resolution Mechanism

Availability of Additional Dispute Resolution Mechanism. Indicate whether the State operates
another dispute resolution mechanism that offers participants the opportunity to appeal decisions that
adversely affect their services while preserving their right to a Fair Hearing. Select one:

v' | The State operates an additional dispute resolution mechanism (complete Item b)

Description of Additional Dispute Resolution Mechanism. Describe the State’s additional dispute
resolution mechanism, including: (a) the State agency that operates the mechanism; (b) the nature of the
mechanism (i.e., procedures and timeframes), including the types of disputes addressed through the
mechanism; and, (c) how the right to a Medicaid Fair Hearing is preserved when a participant elects to
make use of the mechanism: State laws, regulations, and policies referenced in the description are

The Department of Human Services has an informal hearings process and the Division of People with
Disabilities has an informal dispute resolution process. The informal dispute resolution process is
designed to respond to a participant’s concerns without unnecessary formality. The dispute resolution
process is not intended to limit a participant’s access to formal hearing procedures; the participant may
file a Request for Hearing any time in the first 30 days after receiving Notice of Agency Action.

When DSPD receives a Hearing Request Form (490S) a three step resolution process begins with:

1. The Division staff explain the regulations on which the action is
based and attempt to resolve the disagreement.

2. Ifresolution is not yet reached, Division staff arranges a Region
Review meeting between the individual and/or their legal
representative and the Region Supervisor and/or the Region Director.

3. Ifthe Region Review process is unsuccessful, Division staff arrange
a Division Review meeting between the individual and/or their legal
guardian and the Division Director and Region Director.

If the three step resolution process is not able to resolve the problem, the individual may request an

informal hearing with a hearing officer with the Department of Human Services Office of

This informal hearing reviews the information DSPD used to make a decision or take an action as well
as review information from the participant and/or their legal representative demonstrating why the

a,
O [ Not applicable (do not complete Item b)
b.
available through the operating or Medicaid agency.
Administrative Hearings.
decision or action is not correct.
State:
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Appendix F-3: State Grievance/Complaint System

Operation of Grievance/Complaint System. Select one:

v" | Yes. The State operates a grievance/complaint system that affords participants the opportunity to
register grievances or complaints concerning the provision of services under this waiver.

O [ No. This Appendix does not apply (do not complete the remaining items)

Operational Responsibility.  Specify the State agency responsible for the operation of the

Utah Department of Human Services, Division of People with Disabilities and Utah Department of
Health, Division of Health Care Financing, Long Term Care Bureau

Description of System. Describe the grievance/complaint system, including (a) the types of
grievances/complaints that participants may register; (b) the process and timelines for addressing
grievances/complaints; and, (c) the mechanisms that are used to resolve grievances/complaints. State
laws, regulations, and policies referenced in the description are available through the operating or

DSPD Policy 1.11 Conflict Resolution requires the case manager to provide information to recipients
on the conflict resolution process and on how to contact the case manager’s supervisor. The
supervisor reviews all complaints submitted either orally or written and any relevant information
submitted with the complaint. The supervisor will take appropriate action to resolve the dispute and
respond to all parties concerned. If the parties are unable to resolve the dispute either party may appeal
to the Region Director. The Region Director will meet with the parties and review any evidence
presented. The Region Director shall determine the best solution for the dispute. The Region Director
will prepare a concise written summary of the finding and decision and send it to the parties involved.
Either party may request an independent review of they do not agree with the Region Director’s
decision. Based on interviews with the parties and a review of the evidence, the independent reviewer
will prepare for the Division Director a written summary of the factual findings and recommendations.
Based on the independent reviewers report the Division Director will determine the appropriate
resolution for the dispute and shall implement any necessary corrective action.

Waiver recipients may also file a written or verbal complaint/grievance with the Dept. of Human

Services Ombudsman. This Ombudsman is specifically assigned to the Operating Agency, although
operates independent of them. When the Ombudsman receives a complaint there is an investigation
involving all pertinent parties. The Ombudsman then works with the parties to come to a resolution.

Both the Dept. of Human Services and the Dept. of Health have constituent services available.
Participants may call and verbally register a complaint/grievance. The constituent services
representative ensures the caller is referred to the appropriate party for problem resolution. The
constituent services representative follows up with both parties within 5 days to ensure resolution.

Long Term Care Bureau (LTCB) staff members receive complaints/grievances. Recipients may file a
written or verbal complaint; it is logged into a data base. An investigation is conducted with all
pertinent parties involved. The staff member(s) reviews the waiver implementation plan and applicable
rule/policy/procedure. A decision is communicated in writing to the appropriate parties and if
indicated, information about the right to a hearing is included.

a.
b.
grievance/complaint system:
c.
Medicaid agency.
State:
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Attachment #1 to Appendix F-1

Utah DHS-DSPD DIVISION OF SERVICES FOR PEOPLE WITH DISABILITIES Page 10of 1

i NOTICE OF AGENCY ACTION

Services funded by Medicaid waiver: Applicant/Recipient is entitled to a FORMAL HEARING

Mailing Date: Agency File No.:

Applicant:

Legal Guardian (if any)

Address:

Dear

In accordance with the Utah Administrative Procedures Act (Title 63, Chapter 46b of the Utah Code) and the rules of the Utah
Department of Human Services, the Division of Services for People with Disabilities (the "Division") hereby gives notice that it
is taking the following action with respect to your application or the services you receive:

O Approve O Deny [ Increase [ Reduce [ Place on Waiting List [ Other (specifi)

This action is based upon the following facts:

Title 62A, Chapter 5 of the Utah Code and the following policy authorize this action and give the Division jurisdiction:
{cite

policy).

You have the right to appeal this decision. Under Rule R410-14-5 of the administrative hearing procedures for the Department
of Health, Division of Health Care Financing, you may request a formal hearing if you file your request on time and if there is a
disputed issue of fact, Formal hearings are governed by Sections 63-46b-6 1o -11 of the Utah Code. If you need help in
preparing your appeal, you may call our office at [ )

You do not have 1o appeal if you do not want to. 1f yon wish to appeal, however, you must send us a written hearing request
within 30 days of the postmark date for this notice. If you wish your services or benefits to continue during the
resolution/hearing process, your heanmg request must be filed within 15 days of the postmark of this notice. If your request is
not received within 15 days, you will not be eligible for continued benefits. 1f you fail to file a hearing request or to attend a
scheduled hearing, you may lose your right to challenge the agency action or you may be held in default.

If this notice ndicates above that you are eligible o receive Medicaid waiver support services, you are also eligible to receive
services in a Skilled Nursing Facility. Please contaet your nurse coordinator for more information.

Sineerely,
Name Title e
Signature Date
State: Attachment #1 to Appendix F-1: 1
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Utah-DSPD YOUR HEARING RIGHTS FORM 4890S (7/99)

Your Right to a Formal Hearing. If you or your legal representative disagree with a decision, service, or action of
the Utah Division of Services for People with Disabilities (*Division”), you have the right to challenge the Division's
action at a formal administrative hearing. [If you so choose, you may also use a three-step informal resolution
process (outlined below) to try to resolve your complaint before the formal hearing or instead of the formal hearing.
By choosing the informal resolution process, hawever, you do not lose your right to a formal hearing. If you fill out
this Hearing Request form and submit it to the address listed below, the Division will forward your request to the
appropriate administrative hearing office(s) so that your nght to a formal hearing is preserved, even if you choose to
use the informal process first. Of course, you also have the right to refuse the formal hearing, if that's what you wish.

The Division’s 3-Step Informal Resolution Process.

STEP 1 You may meet with the Region support coordinator, who will explain the legal basis for the Division's
action and attempt to address your concern.

STEP 2 If Step 1 does not resolve the issue, you may meet with the Region supervisor and/or the Region
director to discuss your concern.

STEP 3 If Step 2 does not resolve the issue, you may meet with the Division director to discuss your concem.

Your Right to Be Represented by Your Parents, Legal Guardian or Attorney. You may have your parents, your
legal guardian and a support person accompany you to the Division's informal resolution meetings and the
Department's formal hearing. You may want to consult your support coordinator at the Division about whether you
might be eligible for free legal help. It should be noted, however, that your attomey represents you, and not your
parents or your legal representative.

If you want a formal hearing or if you want to use the informal resolution process, please complete the bottom half of
this sheet and sign it. Detach and mail to:

[NAME/ADDRESS OF REGION DESIGNEE HERE].

<

HEARING REQUEST FORM
Choose one: O | want a formal hearing but | do not want to use the informal resolution process.
O | want both a formal hearing and the informal resolution process.
O | want the informal resolution process only. | do not want a formal hearing. .

Do you want your services continued during the resolution/hearing process? OYes O No
If you choose “yes,” you must file this form within 15 days of the postmark date on the enclosed Notice of
Agency Action. Otherwise, the deadline is 30 days from the postmark date.

| am requesting a resolution/hearing because

Mame: Street Address Date of Request

Social Security Number City, State, Zip Daytime Phone

Signature(s) of Person and/or Representative Filing This Hearing Request

State: Attachment #1 to Appendix F-1: 2
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REQUEST FOR HEARING/AGENCY ACTION

NAME OF PROVIDER/PATIENT OR CLIENT/APPLICANT REQUESTING HEARING:

NAME:

ADDRESS:

Social Security Number: f / Cliemt I.D. or Provider # (if known)

1 The relief or action sought from the agency (the reason you are requesting a hearing) is:

2, The facts and reasons forming the basis for relief of agency action (the reasons you believe you are entitled to a
hearing) are:

3= The names and addresses of all persons to whom you are sending a copy of this request for a hearing:

Name: Address:

Name: Address:

Name: Address:

PLEASE ENCLOSE A COPY OF THE DENIAL NOTICE THAT CAUSED YOU TO REQUEST THIS HEARING.
THIS IS VERY IMPORTANT. WITHOUT THIS INFORMATION YOUR HEARING COULD BE DELAYED.

THIS REQUEST MUST BE FILED WITH THE DIRECTOR'S OFFICE/FORMAL HEARINGS, DIVISION OF
HEALTH CARE FINANCING WITHIN DAYS OF THE DATE A DENIAL NOTICE IS ISSUED. (90 days for
fmancial eligibility, 30 days for provider requests and anything other than financial eligibility.) A COPY OF THIS
REQUEST MUST BEMAILED TO EACH PERSON KNOWN TO HAVE A DIRECT INTEREST IN THE REQUESTED

AGENCY ACTION.

IF YOU WILL BE REPRESENTED BY AN ATTORNEY, THE ATTORNEY MUST FILE A NOTICE OF
APPEARANCE IMMEDIATELY. If the Division of Health Care Financing does not receive notice at least ten calendar
days before any scheduled hearing that an artorney for the petinoner will be present, the hearing may be rescheduled.

Attorney Representation? YES NO (circle)
NAME OF ATTORNEY/REPRESENTATIVE

ADDRESS:

Signature of person requesting hearing Phone # Date

SEND REQUEST TO: DIRECTOR'S OFFICE/FORMAL HEARINGS
DIVISION OF HEALTH CARE FINANCING
288 NORTH 1460 WEST
P.O. BOX 143105
SALT LAKE CITY UT 84114-3105

State: Attachment #1 to Appendix F-1:
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Appendix G: Participant Safeguards

Appendix G-1: Response to Critical Events or Incidents

a. State Critical Event or Incident Reporting Requirements. Specify the types of critical events or
incidents (including alleged abuse, neglect and exploitation) that the State requires to be reported for
review and follow-up action by an appropriate authority, the individuals and/or entities that are
required to report such events and incidents and timelines for reporting. State laws, regulations, and
policies referenced in this specification are available through the Medicaid agency or the operating
agency (if applicable).

R539-5-6 requires the individual/ their representative or a provider agency to report to the
administrative case manager if at any time the participant’s health and/or safety is jeopardized.
Such instances may include, but are not limited to:

1. Actual or suspected incidents of abuse, neglect, exploitation or maltreatment per the DHS/DSPD
Code of Conduct and Utah Code Annotated Sections 62-A-3-301 through 321 (mandatory
reporting to Adult Protective Services)

2. Drug or alcohol misuse

3. Medication overdose or error requiring medical intervention

4. Missing person

5. Evidence of a seizure in person with no seizure diagnosis

6. Significant property destruction ($500.00 or more)

7. Physical injury requiring medical intervention

8. Law enforcement involvement

Incidents that require reporting may be done verbally and must be made within 24 hours. Within 5
days the person reporting the incident completes the DSPD Form 1-8. If the person reporting is
unable to complete the DSPD Form 1-8, accommodations are made and the administrative case
manager writes the report.

The administrative case manager reviews the information, develops and implements a follow-up
plan, as appropriate. The form and any follow-up conducted are filed in the individual’s case
record.

b. Participant Training and Education. Describe how training and/or information is provided to
participants concerning protections from abuse, neglect, and exploitation and how participants can
notify appropriate authorities or entities when the participant may have experienced abuse, neglect or
exploitation.

Consumer Preparation Services provides the participant with information/training on the following
topics: (a) how to avoid theft/security issues; (b) maintaining personal safety when
recruiting/interviewing potential employees; (c) assertiveness/boundaries/rules with employees; (d)
maintaining personal safety when firing an employee; (¢) when and how to contact and report
instances of abuse, neglect, exploitation; (f) resources on a local level to assist the participant if
they are a victim of abuse, neglect or exploitation

State: Appendix G-1: 1
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Responsibility for Review of and Response to Critical Events or Incidents. Specify the entity (or
entities) that receives reports of each type of critical event or incident specified in item G-1-a, the
methods that are employed to evaluate reports, and the processes and time-frames for responding to
critical events or incidents, including conducting investigations.

The operating agency has the responsibility of receiving, reviewing and responding to critical
incident reports. Within five days of the incident the administrative case manager evaluates the
information contained in the incident report and determines if further investigation or follow-up is
warranted. If the incident involves allegations or actual abuse, neglect, exploitation or maltreatment
the operating agency is responsible to ensure timely notification is made to either Adult Protective

Responsibility for Oversight of Critical Incidents and Events. Identify the State agency (or
agencies) responsible for overseeing the reporting of and response to critical incidents or events that

The operating agency is responsible to ensure proper reporting and response to critical incidents.
DSPD maintains a database of all critical incident reports. The information contained in the
database is analyzed and trends are identified. A critical incident summary report is generated

c.
Services or the police.
d.
affect waiver participants.
annually and given to the LTCB.
State:
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Appendix G-2: Safeguards Concerning Restraints and Restrictive Interventions

This Appendix must be completed when state policy permits the use of restraints and/or restrictive
interventions during the course of the provision of waiver services regardless of setting.

a. Applicability. Select one:

v

This Appendix is not applicable. The State does not permit the use of restraints or restrictive
interventions (do not complete the remaining items)

O

This Appendix applies. Check each that applies:

O | The use of personal restraints, drugs used as restraints, mechanical restraints and/or
seclusion is permitted subject to State safeguards concerning their use. Complete item G-
2-b.

O | Service furnished to waiver participants may include the use of restrictive interventions
subject to State safeguards concerning their use. Complete items G-2-c.

b. Safeguards Concerning Use of Restraints or Seclusion

L

ii.

Safeguards Concerning the Use of Restraints or Seclusion. Specify the safeguards that the
State has established concerning the use of each type of restraint (i.e., personal restraints, drugs
used as restraints, mechanical restraints or seclusion). State laws, regulations, and policies that
are referenced are available through the Medicaid agency or the operating agency (if
applicable).

State Oversight Responsibility. Specify the State agency (or agencies) responsible for
overseeing the use of restraints or seclusion and ensuring that State safeguards concerning their
use are followed:

c¢. Safeguards Concerning the Use of Restrictive Interventions

i

Safeguards concerning the use of restrictive interventions. Specify the safeguards that
the State has in effect concerning the use of interventions that restrict participant movement,
participant access to individuals, locations or activities, or restrict participant rights or employ
aversive methods (not including restraints or seclusion) to modify behavior. State laws,
regulations, and policies referenced in the specification are available through the Medicaid
agency or the operating agency.

State:
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ii. State Oversight Responsibility. Specify the State agency (or agencies) responsible for
monitoring and overseeing the use of restrictive interventions and how this oversight is

conducted.

State:
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Appendix G-3: Medication Management and Administration

This Appendix must be completed when waiver services are furnished to participants who are served in
licensed or unlicensed living arrangements where a provider has round-the-clock responsibility for the
health and welfare of residents. The Appendix does need not be completed when waiver participants are
served exclusively in their own personal residences or in the home of a_family member.

a. Applicability. Select one:

O

Yes. This Appendix applies (complete the remaining items).

v

No. This Appendix is not applicable (do not complete the remaining items).

b. Medication Management and Follow-Up

i

ii.

Responsibility. Specify the entity (or entities) that have ongoing responsibility for monitoring
participant medication regimens, the methods for conducting monitoring, and the frequency of
monitoring.

Methods of State Oversight and Follow-Up. Describe: (a) the method(s) that the State uses to
ensure that participant medications are managed appropriately, including: (a) the identification of
potentially harmful practices (e.g., the concurrent use of contraindicated medications); (b) the
method(s) for following up on potentially harmful practices; and, (c) the State agency (or agencies)
that is responsible for follow-up.

¢. Medication Administration by Waiver Providers

i

ii.

Provider Administration of Medications. Select one:

O | Waiver providers are responsible for the administration of medications to waiver
participants who cannot self-administer and/or have responsibility to oversee participant
self-administration of medications. (complete the remaining items)

O | Not applicable. (do not complete the remaining items)

State Policy. Summarize the State policy that applies to the administration of medications by
waiver providers or waiver provider responsibilities when participants self-administer medications,
including (if applicable) policies concerning medication administration by non-medical waiver
provider personnel. State laws, regulations, and policies referenced in the specification are
available through the Medicaid agency or the operating agency (if applicable).

State:
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iii. Medication Error Reporting. Select one of the following:

O | Providers that are responsible for the administration of medications to waiver
participants are required to both record and report medication errors to a State agency
(or agencies). Complete the following three items:

a) Specify State agency (or agencies) to which errors are reported:

b) Specify the types of medication errors that providers are required to record:

c) Specify the types of medication errors that providers must report to the State:

O | Providers responsible for the administration of medications to waiver participants are
required to record medication errors but make information about medication errors
available only when requested by the State. Specify the types of medication errors that
providers are required to record:

iv. State Oversight Responsibility. Specify the State agency (or agencies) responsible for monitoring
the performance of waiver providers in the administration of medications to waiver participants and
how monitoring is performed.

State: Appendix G-4: 2
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Appendix H: Quality Management Strategy

Under §1915(c) of the Social

§441.302, the approval of an
HCBS waiver requires that CMS m | Discovery || Remediation || Improvement |

determine .that the State has ) [ Participant Access I :>
made satisfactory assurances '

; ; Participant-Centered
concerning the protection of s Pl >
participant health and welfare, and Delivery

financial accountability and
other elements of waiver
operation. Renewal of an
existing waiver is contingent
upon review by CMS and a
finding by CMS that the
assurances have been met. By
completing the HCBS waiver
application, the State specifies
how it has designed the waiver’s
critical processes, structures and
operational features in order to meet these assurances.

Provider Capacity
and Capabilities

)
QU QUALITY
j""‘“‘“’“‘“‘“"’“‘* FRAMEWORK
)

Participant Rights
and Responsibilities

Program Design

Participant Qutcomes
and Satisfaction

L__:][ System Performance

Quality Management is a critical operational feature that an organization employs to continually
determine whether it operates in accordance with the approved design of its program, meets statutory
and regulatory assurances and requirements, achieves desired outcomes, and identifies opportunities for
improvement. A Quality Management Strategy is explicit about the processes of discovery, remediation
and improvement; the frequency of those processes; the source and types of information gathered,
analyzed and utilized to measure performance; and key roles and responsibilities for managing quality.

CMS recognizes that a state’s waiver Quality Management Strategy may vary depending on the nature
of the waiver target population, the services offered, and the waiver’s relationship to other public
programs, and will go beyond regulatory requirements. However, for the purpose of this application, the
state is expected to have, at the minimum, systems in place to measure and improve its own
performance in meeting the waiver assurances articulated in 42 CFR §441.301 and §441.302.

It may be more efficient and effective for a Quality Management Strategy to span multiple waivers and
other long-term care services. CMS recognizes the value of this approach and will ask the state to
identify other waiver programs and long-term services that are addressed in the Quality Management
Strategy.

Quality management is dynamic and the Quality Management Strategy may, and probably will, change
over time. Modifications or updates to the Quality Management Strategy shall be submitted to CMS in
conjunction with the annual report required under the provisions of 42 CFR §441.302(h) and at the time
of waiver renewal.
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Quality Management Strategy Minimum Components

The Quality Management Strategy that will be in effect during the period of the waiver is included as
Attachment #1 to Appendix H.

The Quality Management Strategy must describe how the state will determine that each
waiver assurance is met. The description must include:

e Activities or processes related to discovery i.e. monitoring and recording the findings. *

e Roles and responsibilities of those involved in measuring performance and making improvements.
Include administrative entities identified in Appendix A, and individuals, advocates, providers, etc.

e The sources of data used to measure performance.

e The frequency with which performance is measured.
* Descriptions of monitoring/over sight activities that occur at the individual and provider level of service
delivery have been provided in the application in Appendices B, C, D, G, and I. These monitoring
activities provide a foundation for QM by generating information that can be aggregated and analyzed to
measure the overall performance of the system. The description of the QM Strategy does not have to
repeat those descriptions provided in other parts of the waiver application.

The Quality Management Strategy must describe the processes employed to review findings from its
discovery activities, to establish priorities and to develop strategies for remediation and improvement

The Quality Management Strategy must describe how the state compiles quality management
information and communicates this information (in report or other forms) to participants, families,
waiver providers, other interested parties, and the public, including the frequency of dissemination.

The Quality Management Strategy must include periodic evaluation and revision to the Quality
Management Strategy. Include a description of the process and frequency for evaluating and updating the
Quality Management Strategy.

If the State's Quality Management Strategy strategy is not fully developed at the time the waiver
application is submitted, the state may provide a work plan to fully develop its Quality Management
Strategy, including the specific tasks that the State plans to undertake during the period that the waiver
is in effect, the major milestones associated with these tasks and the entity (or entities) responsible for
the completion of these tasks.

When the Quality Management Strategy spans more than one waiver and/or other types of long-term
services under the Medicaid State plan, specify the control numbers for the other waiver programs and
identify the other long-term services that are addressed in the Quality Management Strategy.
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Attachment #1 to Appendix H
The Quality Management Strategy for the waiver is:

Introduction
Introduction:
The purpose of the Quality Management Strategy is to evaluate, improve and enhance the quality
of services provided to consumers of the HCBS Medicaid Waiver for Persons with Physical
Disabilities. It includes processes to assess the Waiver for program compliance with federal and
state standards and assurances and methods for remediation and improvement. The Strategy is a
multi level approach to quality assurance and quality improvement of the Physical Disabilities
(PD) Waiver. TheLong Term Care Bureau (LTCB) has administrative authority over the PD
Waiver. The Division of People with Disabilities is the waiver operating agency. DSPD conducts
quality assurance activities to assure compliance with the assurances in the PD Waiver State
Implementation Plan.

Part I. Assurances, describes the quality assurance activities that are conducted for each of the
federal assurances. Part II. Reports, identifies the types of reports that will be generated and the
distribution of these reports. Part III. Evaluation and Revision of the Quality Management
Strategy describes the plan for periodically reviewing and revising the quality management
strategy.

Part I. Assurances
This section addresses the quality assurance activities that are conducted for each of the
Assurances in the State Implementation Plan by the waiver operating agency. It also describes
activities of the LTCB with respect to evaluating the effectiveness of these quality assurance and
quality improvement activities. Included in this section are the processes that address compliance
of each assurance, the current activities that are utilized for discovery (including monitoring,
data collection and analysis) and remediation/improvement strategies.

Level of Care

Process: The waiver operating agency RN case managers employed by DSPD completes an
assessment and Level of Care (LOC) determination for each PD Waiver participant.

Discovery: The DSPD Quality Management Unit conducts an annual Internal Quality Assurance
Review. They review a representative sample of case records to determine the accuracy of LOC
determinations. A report of the results of the internal review will be completed and submitted to
the Division’s Associate Director who then reviews it with the administrative case managers.
Remediation/Improvement: If the findings of the DSPD Quality Management Unit report indicate
a negative finding a corrective action plan is developed and implemented. If ongoing or annual
reviews conducted by the BLTC reveal a trend in inaccurate level of care determinations, the
LTCB will require the DSPD to provide plans of correction within specific time frames to correct
the problems. The LTCB will conduct follow up activities to assure that corrections are
sustaining.

Individual Plans of Care
Process: Assessments and re-assessments are conducted by the waiver operating agency.
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Participants are provided a “Provider Choice Form” by the waiver operating agency to assist them
in obtaining information about and selecting from qualified providers. The case managers and
Local Area Support Liaisons assist participants to find out more information about individual
providers. There is an annual review of the individual plan of care; case managers monitor
participants by phone and through contact with the Independent Living Centers to assess the
effectiveness and adequacy of services. The Local Area Support Liaison at the ILC submits an
activity log and a monthly summary with the billing each month to the case manager. These
documents keep the administrative case manager informed about the individual’s progress towards
reaching their objectives in the plan of care. Case managers make revisions to care plans as needed
based on ongoing and annual assessments.

Discovery: The DSPD Quality Management Unit conducts an annual Internal Quality Assurance
Review. They review a representative sample of case records to determine if plans of care match
the assessed needs, are adequate in scope, duration and frequency of services provided and are
being implemented. Annually, the case managers conduct a satisfaction survey to determine if the
participant is satisfied with the program. In addition, the LTCB reviews plans of care during its
annual review of the PD Waiver.

Remediation/Improvement: If the findings of the DSPD Quality Management Unit report indicate
a negative finding a corrective action plan is developed and implemented. If the results of the
annual participant survey reveals areas where the program could improve a strategy is developed
to address the participants’ concerns and corrective action is implemented. If ongoing or annual
reviews conducted by the LTCB reveal a trend in unacceptable plans of care, the LTCB will
require the DSPD to provide plans to correction within specific time frames to correct the
problems. The LTCB will conduct follow up activities to assure that corrections are sustaining.

Qualified Providers

Process: All providers must have a Medicaid provider agreement with the Department of Health
except in the case of personal attendants employed directly by waiver clients. In that case, the
Financial Management Services agent must have a completed copy of the employer agreement in
the employment record of each personal attendant. In addition, providers of health care to
vulnerable adults are subject to criminal background checks and abuse registry screening.
Discovery: Annually, the case managers conduct a satisfaction survey to determine if the
participant is satisfied with the program. If the results of the annual participant survey reveal areas
where the program could improve a strategy is developed to address the participants’ concerns and
corrective action is implemented. The LTCB conducts annual reviews of the PD Waiver including
interviews with participants regarding provider performance. The LTCB reviews the Freedom of
Choice documents to assure the participant had a choice between HCBS or institutional services
and that they were given information about qualified providers from which to choose services. The
LTCB contacts DSPD with issues or concerns related to choice, providers or the participants that
are receiving services from them.

Remediation/Improvement: If ongoing or annual reviews conducted by the LTCB reveal
unacceptable performance by providers, the LTCB will require the DSPD to provide plans of
correction within specific time frames to correct the problems. The LTCB will conduct follow up
activities to assure that corrections are sustaining.

Health and Welfare
Process: Case managers and/or Local Area Support Liaisons will report suspected incidents of
abuse, neglect and exploitation of an adult to the Adult Protective Services (APS) unit of the
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Division of Aging and Adult Services (DAAS). Case managers and/or Local Area Support
Liaisons work closely with local APS workers to resolve these issues. When concerns regarding
health and welfare do not rise to the level that APS can intervene, the case managers and the Local
Independent Living Center’s Support Liaison put additional safeguards in place, whenever
possible. At each contact between the case manager and the participant, the case manager strongly
encourages the use of smoke and carbon monoxide detectors, fire extinguishers and an emergency
kit.

Discovery: Through ongoing and annual assessments, communication with participants and the
Independent Living Centers, DSPD will monitor the health and safety of the individual. During
annual reviews the LTCB will conduct interviews with participants, their families and providers to
assure that participants’ health and welfare needs have been identified and addressed.
Remediation/Improvement: If annual reviews conducted by the BLTC reveal a trend in health and
welfare issues, the BLTC will require the DSPD to provide plans of correction within specific
time frames to correct the problems. If abuse, neglect and/or exploitation of an individual is
identified during the annual review, the BLTC will contact DSPD for immediate correction and,
when appropriate, make a referral to APS. The BLTC will conduct follow up activities to assure
that corrections are sustaining.

Administrative Authority

Discovery: The DSPD Quality Management Unit conducts an annual Internal Quality Assurance
Review. A thorough review of the component parts of the PD Waiver is conducted along with a
review of the financial processes and provider claims. Results of the findings and plans of
correction, if any, are sent to the LTCB. The LTCB reviews each report and requests additional
information or follow up when necessary. The LTCB conducts an annual review of the PD Waiver
Program. The type of review will be determined based an analysis of several sources: issues
identified in the DSPD Quality Management Unit annual report, issues identified in the previous
year’s LTCB Annual Review, focus areas selected by the LTCB, issues identified in the annual
participant survey. A plan will be developed each year that identifies the sample criteria. An
annual review will not be conducted during a year that the Waiver Program is reviewed by CMS.

Financial Accountability

Process: The administrative case manager reviews each participants monthly billing statements
from the financial management agent and a monthly budget sheet generated by the DSPD
Financial Analyst.

Discovery: Annually the DSPD Fiscal Review and Audit Unit reviews a sample of payment
histories and the documentation to support those payments to assure that the providers have billed
only for services that have been authorized and that the rate billed is correct. The sample includes
information from all of the contract providers and individuals who are self-directing their own
programs. Post-payment reviews are conducted by the Medicaid agency. This includes reviews a
sample of individual written support plans and Medicaid claims histories to ensure: (1) all of the
services required by the individual are identified in the support plan, (2) that the individual is
receiving the services identified in the support plan, and (3) that Medicaid reimbursement is not
claimed for waiver services which were not included in the support plan.

Remediation: When DSPD or the LTCB determine billing errors, providers are required to make
corrections.

State: Attachment #1 to Appendix H: 3

Effective Date




Appendix H: Quality Management Strategy
Draft Application Version 3.1 for Use by States — April 2005

Part II. Reports
DSPD prepares reports of their monitoring audits and when necessary generate a corrective action
plan. All corrective actions have time frames for a response. Follow-up is done on all corrective
action. Copies of all reports are sent to the LTCB. The LTCB distributes the findings of its
annual report to the Medicaid Director and DSPD.
Quality Improvement Initiative: The LTCB will develop a protocol regarding the distribution of
reports to additional appropriate entities.

Part IIl. Evaluation and Revision of the Strategy
The Physical Disabilities Waiver Quality Management Strategy is a dynamic document. It is
designed to reflect innovations, modifications and current trends with respect to home and
community based services long term care programs. Hence, the areas of emphasis for each fiscal
year review of the Physical Disabilities Waiver may change at any time based on additional
information from any source that may play a part in the waiver’s development and
implementation. At least annually the Quality Management Plan will be reviewed for its
effectiveness to meet the assurances, sustain corrections, and determine quality improvement
initiatives.
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Appendix I: Financial Accountability

Applicable Statutory Requirements
a. Direct payment. In accordance with §1902(a)(32) of the Act, payments for waiver services are
made by the Medicaid agency directly to the providers of waiver and State plan services.
b. Provider agreement. In accordance with §1902(a)(27) of the Act, there must be a provider
agreement between the Medicaid agency and each provider of services under the waiver.

APPENDIX I-1: Financial Integrity and Accountability

Financial Integrity. Describe the methods that the State employs to ensure the integrity of payments
made for waiver services, including: (a) State requirements concerning the independent audit of provider
agencies; (b) the State’s own financial audit program to ensure the integrity of provider claims for
Medicaid payment of waiver services, including the methods, scope and frequency of audits conducted by
the State; and, (c) the State agency (or agencies) responsible for conducting the State financial audit
program. State laws, regulations, and policies referenced in the description are available through the
Medicaid agency or the other waiver operating agency (if applicable).

The agency will assure financial accountability for funds expended for home and community-
based services, provide for an independent audit of its waiver program (except as CMS may
otherwise specify for particular waivers), and it will maintain and make available to HHS, the
Comptroller General, or other designees, appropriate financial records documenting the cost of
services provided under the waiver, including reports of any independent audits conducted.
The State conducts a single audit in conformance with the Single Audit Act of 1984, Public
Law 98-502.

DIVISION OF SERVICES FOR PEOPLE WITH DISABILITIES ROLE AND PROVIDER
CONTRACTING REQUIREMENT

The Division of Services for People with Disabilities (DSPD) is the designated State
Agency responsible for planning and developing an array of services and supports for
persons with disabilities living in Utah. State statute 62A-5-103, 1953 as amended, sets
forth DSPD’s authority and responsibility to:

1. Plan, develop and manage an array of services and supports for
individuals with disabilities;

2. Contract for services and supports for persons with disabilities;

3. Approve and monitor and conduct certification reviews of approved
providers;

4. Act as a Fiscal Agent to receive and disburse funds; and

5. Develop standards and rules for the administration and operation of

programs operated by or under contract with the division.

In accordance with DSPD’s lead role and designated responsibilities, monies allocated for
services for persons with disabilities are appropriated by the State Legislature to DSPD
which in turn contracts with public and private providers for the delivery of services and
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supports necessary to implement all programs funded partially or in-full with State monies.
To assure the proper accounting for State funds, DSPD enters into a written State contract
with each provider which includes a stipulation that claims for services provided be
submitted to and paid by DSPD. This State-specific requirement applies regardless of
whether: 1) the State funds are used for State-funds only programs or are used to draw
down FFP as part of a 1915(c) HCBS Waiver program, or 2) the target population includes
Medicaid-eligible citizens. The State contract is the sole responsibility of, and is managed
by, DSPD’s parent agency, the Department of Human Services.

In the case where a portion of the annual Legislative appropriation is designated for use as
State matching funds for the Medicaid 1915(c) HCBS Waiver described herein, DSPD
certifies to the State Medicaid Agency, through an interagency agreement, that the State
funds will be transferred to the State Medicaid Agency in the amount necessary to
reimburse the State match portion of actual Medicaid expenditures paid through the MMIS
system for waiver services.

As a result of the State’s organizational structure described above:

1. All providers participating in this 1915(c) HCBS Waiver must: a) fulfill
the DSPD State contracting requirement as one of the waiver provider
qualifications related to compliance with State law, and b) abide by the
provision of the State contract to bill through DSPD for services
provided.

2. The State Medicaid Agency reimburses DSPD for any interim payments
that are made for legitimate waiver service claims during the time the
clean claim is being processed through the MMIS system.

3. The State Medicaid Agency recovers from DSPD the State matching
funds associated with the waiver expenditures.

4. The State Medicaid Agency approves all proposed rules, policies, and
other documents related to the 1915(c) waiver prior to adoption by the
DSPD policy board.

STATE MEDICAID AGENCY ROLE AND PROVIDER CONTRACT REQUIREMENT

The State Medicaid Agency, in fulfillment of its mandated authority and responsibilities
related to the 1915(c) HCBS Waiver program, retains responsibility for negotiating a
Medicaid Provider Agreement with each provider of waiver services. Unlike the DSPD
State contract required of all providers of services to persons with disabilities who receive
State monies, the Medicaid Provider Agreement is specific to providers of Medicaid funded
services.

JOINT DSPD STATE CONTRACT/SMA PROVIDER AGREEMENT

The Personal Assistance provider category presents particular challenges to the
effective and efficient operation of this Medicaid waiver. It is anticipated that this will
be the sole instance in which individuals serving as Personal Assistants will be
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associated with the Medicaid program as enrolled providers. It is also anticipated that
the number of participating Personal Attendants will be significant, thus imposing a
substantial administrative effort to negotiate required contracts and agreements.
Therefore, for purposes of the effective management of the Personal Assistance
(attendant) waiver service category only, a joint DSPD State Contract/SMA Provider
Agreement has been developed. The joint state contract/provider agreement complies
with the content requirements of Medicaid Provider Agreements and requires the
signature of the service provider, DSPD, and the State Medicaid Agency. The effective
date of the contract is the date the document is signed by all three parties.

DHS/DSPD requires submission of all mandatory State Audit requirements imposed on
contracted providers by the State Auditor’s Office. This information is a requirement of
the contract entered into by DSPD and the provider.

Each year the DSPD Fiscal Review and Audit Unit reviews a sample of payment
histories and the documentation to support those payments. This ensures the services
were received and the correct payment was made. The sample includes information on
all the contracted providers as well as recipient records.

Upon enrollment into the waiver the individual is informed of their responsibility and
sign a letter of agreement to monitor and manage all employee(s) hours and wages.
They are required to receive, sign and copy all employee(s) timesheets and submit them
to the FMS agent twice a month. The participant is responsible to verify the accuracy of
all hours billed by the employee(s).

Each month the administrative case manager reviews the billing statement and a
monthly budget report generated by the DSPD Financial Analyst.

INTERAGENCY AGREEMENT FOR OPERATIONS AND ADMINISTRATION OF THE
HCBS WAIVER

An interagency agreement between the State Medicaid Agency and DSPD sets forth the
respective responsibilities for the administration and operation of this waiver. The
agreement delineates the State Medicaid Agency’s overall responsibility to provide
management and oversight of the waiver including review and approval of all waiver
related rules and policies to ensure compliance with Medicaid HCBS Waiver rules and
regulations. The agreement also delineates DSPD’s roles in relation to the statutory
responsibilities to develop the State’s program for persons with disabilities. The nature of
the agreement enhances provider access to the Medicaid program and quality assurance of
services as well as defines the fiscal relationship between the two agencies.

The major components of the agreement are:

1. Purpose and Scope;

2. Authority;

3. Definitions;

4. Waiver Program Administration and Operation Responsibilities;
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N

Claims Processing;

Payment for Delegated Administrative Duties (including provisions for
State match transfer);

Role Accountability and FFP Disallowances; and

Coordination of DHS Policy Development as it Relates to
Implementation of the Medicaid Program.
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APPENDIX I-2: Rates, Billing and Claims

a. Flow of Billings. Describe the flow of billings for waiver services, specifying whether provider
invoices for payment flow directly to the State’s claims payment system or whether invoices are
routed through other intermediary entities. If bills flow through other intermediary entities, specify

the entities:

Requests for payments from the contracted providers are submitted to the Dept of Human
Services/DSPD on form 520; payments are then made to the providers. Dept of Human
Services/DSPD submits billing claims to DOH for reimbursement.

For individuals self-directing their personal attendant(s), the participant submits their staff time
sheet(s) to the FMS Agent. The FMS Agent pays the claim(s) and submits a bill to DHS/DSPD on
form 520. DHS/DSPD pays the FMS Agent then submits billing claim to DOH for reimbursement.

b. Certifying Public Expenditures (select one):

O | Governmental agencies directly expend funds for part or all of the cost of waiver services and
certify the public expenditure (CPE) in lieu of billing that amount to Medicaid (check each that

applies):

O

Certified Public Expenditures (CPE) of a State Agency or Agencies. Specify: (a) the
agency or agencies that incur certified public expenditures for waiver services; (b) how it
is assured that the CPE is based on the total computable costs for waiver services; and,
(c) how the State verifies that the expenditures that are certified are eligible for Federal
financial participation in accordance with 42 CFR §433.51(b). (Indicate source of
revenue in section 1-4-a.)

Certified Public Expenditures (CPE) of a Local or other non-State Governmental
Entity or Entities. Specify: (a) the non-State governmental entity or entities that incur
certified public expenditures for waiver services; (b) how it is assured that the CPE is
based on total computable costs for waiver services; and, (c) how the State verifies that
the certified public expenditures are eligible for Federal financial participation in
accordance with 42 CFR §433.51(b). (Indicate source of revenue in section 1-4-b.)

v" | No governmental agencies directly expend funds for part or all of the cost of waiver services;
there are no CPEs.

c. Billing Validation Process. Describe the process for validating invoices to produce the claim for
federal financial participation, including the mechanism(s) to assure that all claims for payment are
made only: (a) when the individual was eligible for Medicaid waiver payment on the date of service;
(b) when the service was included in the participant’s approved service plan; and, (c) the services
were provided:

DESCRIPTION OF BILLING PROCESS AND RECORDS RETENTION

A participant's Medicaid eligibility is determined by the Office of Health
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and Eligibility within the Department of Workforce Services or the Bureau
of Eligibility Services within the Department of Health. The information is
entered into the Public Assistance Case Management Information System
(PACMIS). PACMIS is an on-line, menu-driven system which automates
Medicaid eligibility decisions, benefits amounts, participants' notices and
administrative reports. PACMIS interfaces with other governmental
agencies such as, Social Security, Employment Security, and the Internal
Revenue Service. The system is a Federally-Approved Management
Information System (FAMIS). In Utah, the following programs are
accessed through PACMIS: Aid to Families with Dependent Children
(AFDC), Medicaid, Food Stamps, and two state-administered programs -
General Assistance and the Primary Care Network (PCN). The Medicaid
Management Information System (MMIS) accesses PACMIS to ensure the
participant is Medicaid eligible before payment of claims is made.

Post-payment reviews are conducted in accordance with the procedures
outlined in Appendix E-2. The Medicaid agency reviews a sample of
individual written support plans and Medicaid claims histories to ensure: (1)
all of the services required by the individual are identified in the support
plan, (2) that the individual is receiving the services identified in the support
plan, and (3) that Medicaid reimbursement is not claimed for waiver
services which were not included in the support plan.

Prior to the delivery of Medicaid reimbursed supported employment
services, the Division of Rehabilitation Services (DRS) must document the
individual’s ineligibility for DRS services funded under section 110 of the
Rehabilitation Act. The support coordinator will obtain written
documentation (FORM 58) of the DRS determination prior to authorizing
reimbursement for supported employment services under the waiver.

Prior to the delivery of Medicaid reimbursed educational services, the
waiver support coordinator must obtain written documentation that the
services are not available to the individual through a program funded under
section(s) (16) or (17) of the Individuals with Disabilities Education Act
(IDEA) The support coordinator will obtain such documentation prior to
authorizing Medicaid reimbursement for educational services under the
waiver. (This requirement does not pertain to individuals over the age of 22
who are receiving educational services under the waiver.)

Prior to the order and delivery of Medicaid reimbursed approved
specialized medical equipment, medical supplies, or assistive technology,
the support coordinator must obtain prior approval based on a determination
of medical necessity and a determination that the item is not available as a
Medicaid State Plan service.
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d. Billing and Claims Record Maintenance Requirement. Records documenting the audit trail of
adjudicated claims (including supporting documentation) are maintained by the Medicaid agency, the
operating agency specified in Appendix A (if applicable), and providers of waiver services for a
minimum period of 3 years as required in 45 CFR §74.53.
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APPENDIX I-3: Payment

Method of payments — MMIS (select one):

v' | Payments for all waiver services are made through an approved Medicaid Management
Information System (MMIS).

O | Payments for some, but not all, waiver and State plan services are made through an approved
MMIS. The process by which the State will maintain an audit trail for all State and Federal
funds expended and under which payments are made outside the MMIS and by which
payments will be made to providers is described below.

O | Payment for waiver services is not made through an approved MMIS. The process by which
payments are made to the provider, how and through which system(s) the payments are
processed, and the basis for the Federal draw of funds and claiming of expenditures on the
CMS-64 are as follows:

Direct payment. As required by §1902(a)(32) of the Act, the State assures that payments are made
by the Medicaid agency directly to the providers of waiver and State plan services. Payments for
waiver services are made utilizing one or more of the following arrangements. (check each that

applies):

v" | The Medicaid agency makes payments directly to providers of waiver services.

O | The Medicaid agency pays providers through the same fiscal agent used for the rest of the
Medicaid program.

O | The Medicaid agency pays providers through the use of a limited fiscal agent that functions
only to pay waiver claims. Specify the limited fiscal agent, the functions that the limited
fiscal agent performs in paying waiver claims and the methods by which the Medicaid agency
oversees the operations of the limited fiscal agent:

Supplemental or Enhanced Payments.

Section 1902(a)(30) requires that payments for services be consistent with efficiency, economy, and
quality of care. Section 1903(a)(1) provides for Federal financial participation to States for
expenditures for services under an approved State plan/waiver. If supplemental or enhanced
payments are made, provide the total amount for each type of supplemental or enhanced payment
made to each provider type in the waiver. Select one:

v" | The State does not make supplemental or enhanced payments for waiver services.

O | The State makes supplemental or enhanced payments for waiver services. Specify below the
total amount for each type of supplemental or enhanced payment that is made to each provider
type in the waiver.

State:

Appendix I-3: 1

Effect

ive Date




Appendix I: Financial Accountability
Draft Application Version 3.1 for Use by States — April 2005

d. Payments to Public Providers. Specify whether public providers receive payment for waiver
services.

v

Yes. Public providers receive payment for waiver services. Specify the types of public
providers that receive payment for waiver services, the services that public providers furnish,
and whether the amount of the payment to public providers differs from the amount paid to
private providers of the same services: Complete item I-3-e.

No differentiation is made in the waiver rate schedule for public providers. All providers are
paid in accordance with the rate schedule.

O

No. Public providers do not receive payment for waiver services. Do not complete Item
1-3-e.

e. Amount of Payment to Public Providers. Specify whether any public provider receives payments
(including regular and any supplemental payments) that in the aggregate exceed its reasonable costs
of providing waiver services and, if so, how the State recoups the excess and returns the Federal
share of the excess to CMS on the quarterly expenditure report. Select one:

v

No public provider receives payments that in the aggregate exceed its reasonable costs of
providing waiver services.

O

When a public provider receives payments (including regular and any supplemental
payments) that in the aggregate exceed the cost of waiver services, the State recoups the
excess and returns the Federal share of the excess to CMS on the quarterly expenditure report.
Describe the recoupment process:

When a public provider receives payments (including regular and any supplemental
payments) that in the aggregate exceed the cost of waiver services, the State does not recoup
the excess.

f.  Provider Retention of Payments

Section 1903(a)(1) provides that Federal matching funds are only available for expenditures made by
states for services under the approved State Plan/waiver. Select one:

v

Providers receive and retain 100 percent of the amount claimed to CMS for waiver services.

O

Providers do not receive and retain 100 percent of the amount claimed to CMS for waiver
services. Provide a full description of the billing, claims, or payment process that results in
other than 100% reimbursement of providers. Include the methodology for reduced or
returned payments: a complete listing of providers, the amount or percentage of payments that
are reduced or returned, and the disposition and use of the funds retained or returned to the
State (i.e., general fund, medical services account, etc.):
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g. Additional Payment Arrangements

i.  Voluntary Reassignment of Payments to a Governmental Agency. Select one:

O | Providers may voluntarily reassign their right to direct payments to a governmental
agency as provided in 42 CFR §447.10(e). Specify the governmental agency (or
agencies) to which reassignment may be made.

v

The State does not provide that providers may voluntarily reassign their right to direct
payments to a governmental agency.

ii. Organized Health Care Delivery System. Select one:

O

The State provides for the use of Organized Health Care Delivery System arrangements
under the provisions of 42 CFR §447.10. Specify the following: (a) the entities that are
designated as an OHCDS and how these entities qualify for designation as an OHCDS;
(b) the procedures for direct provider enrollment when a provider does not voluntarily
agree to contract with a designated OHCDS; (c) the method(s) for assuring that
participants have free choice of qualified providers when an OHCDS arrangement is
employed; (d) the method(s) for assuring that providers that furnish services under
contract with an OHCDS meet applicable provider qualifications under this waiver; (e)
how the State assures that OHCDS contracts with providers include applicable
requirements; and, (f) how the State assures financial accountability when an OHCDS
arrangement is used:

v

The State does not employ Organized Health Care Delivery System (OHCDS)
arrangements under the provisions of 42 CFR §447.10.

iii. Contracts with Organizations under the Provisions of §1915(a)(1) of the Act. Select one:

O

The State contracts with prepaid ambulatory health plan (PIHP) or prepaid inpatient
health plan (PAHP) organizations under the provisions of §1915(a)(1) of the Act for the
delivery of waiver and other services. Participants may voluntarily elect to receive
services through such organizations. Contracts with these organizations are on file at the
State Medicaid agency. Describe: (a) the geographic areas served by these organizations;
(b) the services furnished by these organizations; and, (c) how payments are made to
organizations.

The State does not contract with organizations for the delivery of waiver services under
the provisions of §1915(a)(1) of the Act.

State:
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APPENDIX I-4: Non-Federal Matching Funds

a. State Level Source(s) of the Non-Federal Share of Computable Waiver Costs. Specify the State
source or sources of the non-federal share of computable waiver costs. Check each that applies:

v' | Appropriation of State tax revenues to the State Medicaid agency

O | Appropriation of State tax revenues to a State agency other than the Medicaid agency. If
there are appropriations to another state agency, specify: (a) the entity or agency receiving
appropriated funds; and, (b) the mechanism that is used to transfer the funds to the State
Medicaid Agency or Fiscal Agent, such as an Intergovernmental Transfer (IGT), including any
matching arrangement, and /or, indicate if funds are directly expended as CPEs, as indicated in
item I-2-b:

O | Other State Level Source(s) of Funds. Specify: (a) the source of funds; (b) the entity or
agency receiving funds; and, (c) the mechanism that is used to transfer the funds to the State
Medicaid Agency or Fiscal Agent, such as an Intergovernmental Transfer (IGT), including any
matching arrangement, and /or, indicate if funds are directly expended as CPEs, as indicated in
[-2-b:

b. Local or other Source(s) of the Non-Federal Share of Computable Waiver Costs. Specify the
source or sources of the non-federal share of computable waiver costs that are not from the state. Check
each that applies:

O | Appropriation of local revenues. Specify: (a) the local entity with authority to levy taxes or
other revenues, (b) the source of revenue; and, (c) the mechanism that is used to transfer the
funds to the State Medicaid Agency or Fiscal Agent, such as an Intergovernmental Transfer
(IGT), including any matching arrangement (indicate any intervening entities in the transfer
process), and /or, indicate if funds are directly expended as CPEs, as indicated in [-2-b-iii:

O | Other non-State Level Source(s) of Funds. Specify: (a) the source of funds; (b) the entity or
agency receiving funds; and, (c) the mechanism that is used to transfer the funds to the State
Medicaid Agency or Fiscal Agent, such as an Intergovernmental Transfer (IGT), including any
matching arrangement, and /or, indicate if funds are directly expended as CPEs, as indicated in
1-2-b-iii:

v" | Not Applicable. There are no non-State level sources of funds.
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c. Information Concerning Certain Sources of Funds. Indicate whether any of the sources of funds
listed in items (a) or (b) for the non-federal share of computable waiver costs come from the following
sources. Check each that applies.

O | Provider taxes

O | Provider donations
O | Federal funds (other than FFP)

For each source of funds indicated above, describe the source of the funds in detail:

v" | None of the foregoing sources of funds contribute to the non-federal share of computable
waiver costs.

State: Appendix [-4: 2
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APPENDIX I-5: Exclusion of Medicaid Payment for Room and Board

Services Furnished in Residential Settings. Select one:

No services under this waiver are furnished in residential settings other than the personal
residence of the individual. (Do not complete the remainder of this part).

As specified in Appendix C, the State furnishes waiver services in residential settings other
than the personal home of the individual. (Complete the next item)

Method for Excluding the Cost of Room and Board Furnished in Residential Settings. The

following describes the methodology that the State uses to exclude Medicaid payment for room and

a.
v
O
b.
board in residential settings:
State:
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APPENDIX I-6: Payment for Rent and Food Expenses
of an Unrelated Live-In Caregiver

Reimbursement for the Rent and Food Expenses of an Unrelated Live-In Personal Caregiver.
Select one:

O

Per 42 CFR §441.310(a)(2)(ii), the State will claim FFP for the additional costs of rent and food
that can be reasonably attributed to an unrelated live-in personal caregiver who resides in the same
household as the waiver participant. The State describes its coverage of live-in caregiver in
Appendix C-3 and the service cost of the live-in personal caregiver and the costs attributable to rent
and food are reflected separately in the computation of factor D (cost of waiver services) in
Appendix J of this waiver request. FFP for rent and food for a live-in caregiver will not be claimed
when the participant lives in the caregiver’s home or in a residence that is owned or leased by the
provider of Medicaid services. The following is an explanation of: (a) the method used by the State
to apportion the additional costs of rent and food attributable to the unrelated live-in personal
caregiver that are incurred by the individual served on the waiver and (b) the method used to
reimburse for these costs:

The State does not reimburse for the rent and food expenses of an unrelated live-in personal
caregiver who resides in the same household as the participant.

State:
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APPENDIX I-7: Participant Co-Payments for Waiver Services and Other Cost Sharing

a. State Requirement for Co-pays. Specify whether the State imposes a co-payment or similar charge
upon waiver participants for waiver services as provided in 42 CFR §447.50. These are calculated per
service and have the effect of reducing the total computable claim. Select one:

v" | No. The State does not impose a co-payment or similar charge upon participants for waiver
services. (Do not complete the remaining items,; proceed to Item 1-7-b).

O | Yes. The State imposes a co-payment or similar charge upon participants for one or more
waiver services. (Complete the remaining items)

i. Co-Pay Arrangement Specify the types of co-pay arrangements that are imposed on waiver
participants (check each that applies):

Charges Associated with the Provision of Waiver Services (if any are checked, complete item
1-7-a-ii)

O | Nominal deductible

O | Coinsurance

O | Co-Payment

O | Other charge (specify):

ii  Participants Subject to Co-pay Charges for Waiver Services. Specify the groups of waiver
participants who are subject to charges for the waiver services specified in Item [-6-b-iii and the
groups for whom such charges are excluded. The groups of participants who are excluded must
comply with 42 CFR §447.53.

iii. Amount of Co-Pay Charges for Waiver Services. In the following table, list the waiver services
for which a charge is made, the amount of the charge, and the basis for determining the charge.
The amount of the charge must comply with the maximum amounts set forth in 42 CFR §447.54.

Waiver Service Amount of Charge Basis of the Charge

State: Appendix I-7: 1

Effective Date




Appendix I: Financial Accountability
Draft Application Version 3.1 for Use by States — April 2005

iv. Cumulative Maximum Charges. Indicate whether there is a cumulative maximum amount for all
co-payment charges to a waiver participant (select one):

O | There is no cumulative maximum for all deductible, coinsurance or co-payment charges to a
waiver participant.

O | There is a cumulative maximum for all deductible, coinsurance or co-payment charges to a
waiver participant. Specify the cumulative maximum and the time period to which the
maximum applies:

v. Assurance. In accordance with 42 CFR §447.53(e), the State assures that no provider may deny
waiver services to an individual who is eligible for the services on account of the individual's
inability to pay a cost-sharing charge for a waiver service.

b. Other State Requirement for Cost Sharing. Specify whether the State imposes a premium,
enrollment fee or similar cost sharing as provided in 42 CFR §447.50. Select one:

v" | No. The State does not impose a premium, enrollment fee, or similar cost-sharing arrangement
on waiver participants.

O | Yes. The State imposes a premium, enrollment fee or similar cost-sharing arrangement.
Describe in detail the cost sharing arrangement, including: (a) the type of cost sharing (e.g.,
premium, enrollment fee), the amount of charge and how the amount of the charge is related
to total gross family income as set forth in 42 CFR §447.52; (b) the groups of participants
subject to cost-sharing and the groups who are excluded (groups of participants who are excluded
must comply with 42 CFR §447.53); and (c) the mechanisms for the collection of cost-sharing
and reporting the amount collected on the CMS 64:

State: Appendix I-7: 2
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Appendix J: Cost Neutrality Demonstration

Appendix J-1: Composite Overview and Demonstration
of Cost-Neutrality Formula

Composite Overview. Complete the following table for each year of the waiver. If there is more than one
level of care specified in the waiver, complete a separate additional table for each and include a table that
reflects the weighted average of the combined levels of care offered in the program.

Level of Care (1) (specify):
@l coz Col. 3 Col. 4 Col. 5 Col. 6 Col. 7 Col. 8
Difference
’ Total: ’ Total: (Column 7 less
Year Factor D Factor D D+D' Factor G Factor G G+G' Column 4)
1 $16,874.38 $16,972.05 $33,846.44 | $25,148.70 | $11,524.34 | $36,673.04 $2,826.61
2 $17,211.87 $17,311.49 $34,523.36 | $25,651.67 | $11,754.83 | $37,406.50 $2,883.14
3 $17,556.11 $17,657.72 $35,213.83 | $26.164.70 | $11,989.93 | $38,154.63 $2,940.80
4 $17,907.23 $18,010.88 $35,918.11 | $26,688.00 | $12,229.73 | $38,917.73 $2,999.62
5 $18,265.38 $18,371.09 $36,636.47 | $27,221.76 | $12,474.32 | $39,696.08 $3,059.61
Level of Care (2) (specify):
Col. 1 Col. 2 Col. 3 Col. 4 Col. 5 Col. 6 Col. 7 Col. 8
Difference
Total: , TOtalf (Column 7 less
Year Factor D Factor D' D+D' Factor G Factor G G+G Column 4)
1
2
3
4
5
Weighted Average
Col. 1 Col. 2 Col. 3 Col. 4 Col. 5 Col. 6 Col. 7 Col. 8
Difference
Total: , TOtalf (Column 7 less
Year Factor D Factor D' D+D' Factor G Factor G G+G Column 4)
1
2
3
4
5
State: Appendix J-1: 1
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Appendix J-2 - Derivation of Estimates

a. Number Of Unduplicated Participants Served. As specified in Appendix B-2, the following table
shows the maximum number of unduplicated participants who will be served each year that the waiver
is in operation:

Table: J-2-a
. Unduplicated Number
Waiver Year of Participants
Year 1 135
Year 2 135
Year 3 135
Year 4 (renewal only) 135
Year 5 (renewal only) 135
b. Phase-In/Phase-Out Schedule. Indicate whether the waiver is being phased-in or phased-out (select
one):
v" | The waiver is not subject to a phase-in or a phase-out schedule.
O | The waiver is being phased-in or phased-out. Attachment #1 to Appendix J-2 specifies the phase-
in or phase-out schedule.

c. Average Length of Stay. Describe the basis of the estimate of the average length of stay on the waiver
by participants in item J-2-e.

Average Length of Stay (LOS) = 346 days
- Used the average annual LOS % increase for past 4 years (2002 — 2005) ~ 5.5%
- Multiplied the FY2005 actual LOS (328) by the average annual increase (5.5%)
- 328*1.055 =~ 346 days

d. Derivation of Estimates for Each Factor. Provide a narrative description for the derivation of the
estimates of the following factors.

i.  Factor D Derivation. The estimates of Factor D for each waiver year are located in Item J-2-e.

The basis for these estimates is as follows:

- All calculations are based off the actual amounts for FY2005
- Client Count for FY2005 was 112 and the new unduplicated# is 135 (an increase of ~ 21%), so
all other Client Counts were raised by the same rate and rounded to the next whole number
- Financial Management Services client counts were calculated by allocating 80% to low level
and 20% to high level
- Price per unit was increased 4% for the first year (to account for FY2006), and each subsequent
year was increased 2%
- Units Per User is the average units per user for FY2005 rounded to the next whole number

State: Appendix J-2: 1
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ii. Factor D' Derivation. The estimates of Factor D’ for each waiver year are included in
Item J-1. The basis of these estimates is as follows:

- All calculations are based off the actual amounts for FY2005
- Average cost per enrollee was increased by 4% for the first year (to account for FY2006), and
each subsequent year was increased 2%

State: Appendix J-2: 2
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iii. Factor G Derivation. The estimates of Factor G for each waiver year are included in Item J-1.
The basis of these estimates is as follows:

- All calculations are based off the actual amounts for FY2005
- Average cost per enrollee was increased by 4% for the first year (to account for GY2006), and
each subsequent year was increased 2%

iv. Factor G’ Derivation. The estimates of Factor G’ for each waiver year are included in Item J-1.
The basis of these estimates is as follows:

- All calculations are based off the actual amounts for FY2005
- Average cost per enrollee was increased by 4% for the first year (to account for GY2006), and
each subsequent year was increased 2%

State: Appendix J-2: 3
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e. Estimate of Factor D. Complete the following table for each waiver year

Waiver Year: Year 1

Col. 1 Col. 2 Col. 3 Col. 4 Col. 5
Waiver Service Unit # Users Avg. Units Avg. (?OStI Total Cost
Per User Unit

Home Care Training to Client 13 5 $5.29 $343.54
- Per 15 Min

Emergency Response System 8 2 $26.01 $416.16
— Purchase

Emergency Response System 61 11 $34.27 $22,995.69
— Per Month

Supports Brokerage, Self- 99 32 $12.05 $38,167.53
Directed — Per 15 Min

Attendant Care Services — Per 135 5929 $2.68 $2,148,499.56
15 Min

Financial Management 108 12 $28.69 $37,182.24
Services, Low — Per Month

Financial Management 27 12 $93.94 $30,436.56

Services, High — Per Month

GRAND TOTAL:

$2,278,041.28

TOTAL ESTIMATED UNDUPLICATED PARTICIPANTS (from Table J-2-a)

135

FACTOR D (Divide total by number of participants)

$16,874,38

AVERAGE LENGTH OF STAY ON THE WAIVER

346

State:
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Waiver Year: Year 2

Col. 1 Col. 2 Col. 3 Col. 4 Col. 5
Waiver Service Unit # Users Avg. Units Avg. (?OStI Total Cost
Per User Unit

Home Care Training to Client 13 5 $5.39 $350.41
- Per 15 Min

Emergency Response System 8 2 $26.53 $424.48
— Purchase

Emergency Response System 61 11 $34.96 $23,455.60
— Per Month

Supports Brokerage, Self- 99 32 $12.29 $38,930.88
Directed — Per 15 Min

Attendant Care Services — Per 135 5929 $2.74 $2,191,469.55
15 Min

Financial Management 108 12 $29.26 $37,925.88
Services, Low — Per Month

Financial Management 27 12 $95.82 $31,045.29

Services, High — Per Month

GRAND TOTAL:

$2,323,602.10

TOTAL ESTIMATED UNDUPLICATED PARTICIPANTS (from Table J-2-a)

135

FACTOR D (Divide total by number of participants)

$17,211.87

AVERAGE LENGTH OF STAY ON THE WAIVER

346

State:
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Waiver Year: Year 3

Col. 1 Col. 2 Col. 3 Col. 4 Col. 5
Waiver Service Unit # Users Avg. Units Avg. (?OStI Total Cost
Per User Unit

Home Care Training to Client 13 5 $5.50 $357.42
- Per 15 Min

Emergency Response System 8 2 $27.06 $432.97
— Purchase

Emergency Response System 61 11 $35.66 $23,924.72
— Per Month

Supports Brokerage, Self- 99 32 $12.53 $39,709.50
Directed — Per 15 Min

Attendant Care Services — Per 135 5929 $2.79 $2,235,298.94
15 Min

Financial Management 108 12 $29.85 $38.684.40
Services, Low — Per Month

Financial Management 27 12 $97.74 $31,666.20

Services, High — Per Month

GRAND TOTAL: $2,370,074.15
TOTAL ESTIMATED UNDUPLICATED PARTICIPANTS (from Table J-2-a) 135

FACTOR D (Divide total by number of participants) $17,556.10
AVERAGE LENGTH OF STAY ON THE WAIVER 346
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Waiver Year: Year 4 (renewal only)

Col. 1 Col. 2 Col. 3 Col. 4 Col. 5
Waiver Service ;
Unit # Users Avg. Units Avg. (?OStI Total Cost
Per User Unit
Home Care Training to Client 13 5 $5.61 $364.57
- Per 15 Min
Emergency Response System 8 2 $27.60 $441.63
— Purchase
Emergency Response System 61 11 $36.37 $24,403.21
— Per Month
Supports Brokerage, Self- 99 32 $12.79 $40,503.69
Directed — Per 15 Min
Attendant Care Services — Per 135 5929 $2.85 $2,280,004.92
15 Min
Financial Management 108 12 $30.45 $39,458.09
Services, Low — Per Month
Financial Management 27 12 $99.69 $32,299.52
Services, High — Per Month
GRAND TOTAL: $2,417,475.63
TOTAL ESTIMATED UNDUPLICATED PARTICIPANTS (from Table J-2-a) 135
FACTOR D (Divide total by number of participants) $17,907.23
AVERAGE LENGTH OF STAY ON THE WAIVER 346

State:
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Waiver Year: Year 5 (renewal only)

Col. 1 Col. 2 Col. 3 Col. 4 Col. 5
Waiver Service Unit # Users Avg. Units Avg. (?OStI Total Cost
Per User Unit

Home Care Training to Client 13 5 $5.72 $371.86
- Per 15 Min

Emergency Response System 8 2 $28.15 $450.46
— Purchase

Emergency Response System 61 11 $37.10 $24,891.28
— Per Month

Supports Brokerage, Self- 99 32 $13.04 $41,313.76
Directed — Per 15 Min

Attendant Care Services — Per 135 5929 $2.91 $2,325,605.02
15 Min

Financial Management 108 12 $31.05 $40,247.25
Services, Low — Per Month

Financial Management 27 12 $101.68 $32,945.51

Services, High — Per Month

GRAND TOTAL: $2,465,825.14
TOTAL ESTIMATED UNDUPLICATED PARTICIPANTS (from Table J-2-a) 135

FACTOR D (Divide total by number of participants) $18,265.37
AVERAGE LENGTH OF STAY ON THE WAIVER 346

State:
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